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INTRODUCTION 


Social Services and Health Services 
in Minority-Language Communities: 
Towards an Understanding 
of the Actors, the System, 
and the Levers of Action 


Marie Drolet, University of Ottawa, Pier Bouchard, Université de Moncton, 
Jacinthe Savard, University of Ottawa, 
and Solange van Kemenade, University of Ottawa 


ave you ever imagined what it would be like to communicate 

with a doctor or other health care or social services professional 
in a language you cannot speak or only speak occasionally? That is 
the everyday experience of many Francophones living in 
Francophone minority communities (FMCs) and many Anglophones 
living in Quebec, especially in areas outside Montréal. It is very com- 
mon for people in these situations, particularly among seniors and 
young children, to be unable to access comparable social services 
and health care in both official languages even though many do not 
speak the language of the majority—English in FMCs and French in 
Quebec. 

The first multidisciplinary volume of its kind, this collective work 
presents current research on language issues in the area of health and 
social services in Canadian official language minority communities. 
The chapters in the collection, covering major topics in the field, are 
anchored in the notion of active offer. From an operational perspective, 
“la|ctive offer can be defined as a verbal or written invitation to users 
to express themselves in the official language of their choice. The active 
offer to speak their language must precede the request for such ser- 
vices” (Bouchard, Beaulieu, & Desmeules, 2012, p. 46). Moreover, the 
results of several studies to date reveal that the active offer of health 


and social services in both official languages in minority situations is 
a matter of quality and safety (Drolet, Dubouloz, & Benoit, 2014; 
Lapierre et al., 2014; Roberts & Burton, 2013); humanization of care 
and services; professional ethics; rights and equity (Bouchard, 
Beaulieu, & Desmeules, 2012; Vézina & Dupuis-Blanchard, 2015); and 
satisfaction on the part of users and their caregivers (Drolet et al., 
2014; Ethier & Belzile, 2012; Roberts & Burton, 2013). 

It is interesting, too, that active offer practices are also part of 
other minority language situations, such as among Welsh speakers 
in Wales. Active offer is part of an approach that involves developing 
best practices in the planning and organization of health and social 
services and fostering the emergence of a social service and health 
care system that is linguistically appropriate (Roberts & Burton, 2013). 
Along the same lines the United States adopted the National 
Standards on Culturally and Linguistically Appropriate Services 
(CLAS) in 2001. The objectives of these standards are to improve the 
social services and health care provided to minority populations 
through (1) better access to services in the user’s language; (2) cultur- 
ally sensitive care; and (3) organizational support (U.S. Department 
of Health and Human Services, 2001). 

All these studies and analyses suggest that efforts must con- 
tinue to enhance the education offered in post-secondary institutions, 
thereby enabling future health and social services professionals to 
better understand the issues they will face in the workplace: acces- 
sibility and the active offer of services in official language minority 
communities. It is essential that students be equipped to become 
leaders who are able to intervene effectively in this regard and to 
support changes in the organizations for which they will work. 


The Importance of Health and Social Services 
in the Official Language of One’s Choice 


Before turning to the specific content of the chapters in this volume, it 
would be beneficial to offer some reflections on the importance of 
access to health and social services in the official language of the user’s 
choice, and the reasons that lie behind such active offer. These thoughts 
can be framed by international research work on the vulnerability 
of people with limited language and literacy skills, which introduced 
the concepts of health literacy and Limited English Proficiency (LEP) 
(Andrulis & Brach, 2007; Derose, Escarce, & Lurie, 2007). 
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If we examine the rates of bilingualism in Canada, it is 
Francophones living in minority language communities (i.e., outside 
Quebec) who have the highest rate: 87% speak both official languages. 
In Quebec, which at 42.6% has the highest overall rate of bilingualism 
in Canada, 61% of Anglophones and 38% of Francophones speak both 
languages fluently (Lepage & Corbeil, 2013). On the other hand, New 
Brunswick, Canada’s only officially bilingual province, has an overall 
rate of bilingualism of 33.2%; 72% of Francophones are bilingual, 
representing two thirds (67.4%) of bilingual residents in the province 
(Pépin-Filion & Guignard Noél, 2014). Furthermore, immigrants, who 
constitute the primary factor of demographic growth in Canada, 
represent 20% of the Canadian population, and approximately 20% 
of these newcomers speak a language other than French or English 
as their mother tongue. The result is that a large proportion (82.5%) 
of Canadians cannot speak both official languages (Lepage & Corbeil, 
2013). Finally, more than 86% of bilingual people live in Quebec, 
Ontario, and New Brunswick, while they make up only 63% of the 
overall Canadian population (ibid.). 

Despite the high rate of bilingualism among Francophones in 
official language minority communities, they prefer to receive social 
services and health care in French (Gagnon-Arpin et al., 2014). The 
same is true for English-speaking Quebeckers, who prefer to receive 
these services in English. Indeed, language plays a fundamental role 
in the ability of the user and/or the user’s caregiver or family mem- 
bers to build a relationship of trust with the health or social service 
professional. In terms of safety, when the professional and user share 
a common language, verbal communication is clearer and more 
efficient. As a result, the professional’s treatments and interventions 
are better able to respond to the needs expressed by the people con- 
cerned and the experiences and conditions they describe (Snowden, 
Masland, Peng, Wei-Mein Lou, & Wallace, 2011). 

This observation also holds true for bilingual people seeking 
services; they are generally more comfortable and have a higher lan- 
guage proficiency in one of the two languages they speak (Boudreault 
& Dubois, 2008). It is wrong to assume that a bilingual person who can 
converse in a second language can express him/herself at the same 
level in this language as a person for whom it is the first language. For 
example, in a study by Manson (1988, cited by Ferguson & Candib, 
2002), Spanish-speaking people in the United States ask more ques- 
tions when a physician from the same language group is present. 


Furthermore, various factors can affect the language in which 
people who have learned several languages are best able to express 
themselves on a given subject. Among the factors are the order and 
the context in which they learned the language, and how often they 
use each of the languages in different contexts (Kôpke & Schmid, 
2011; Pavlenko, 2012). People who speak an official language in a 
minority context may switch regularly between the language of the 
minority and that of the majority. For example, they may prefer to 
use the language of the majority to find a specific element in their 
environment (Santiago-Rivera et al., 2009). These authors emphasize 
the tendency for the language of the minority, or of the majority, to 
adapt to the way people speak and the terms they use in their everyday 
speech (ibid.). An individual may rely predominantly on one lan- 
guage to express ideas that are work-related and another to express 
emotions, or share a situation in the language in which it occurred. 

Finally, words spoken by an individual in their first language 
seem to be more emotionally charged or have a higher affective value 
and be more complex and spontaneous (Santiago-Rivera et al., 2009). 
This is even more apparent when the person is distressed or suffer- 
ing, expressing emotions, or analyzing events in depth and interpret- 
ing their meaning (Castano, Biever, Gonzalez, & Anderson, 2007; 
Madoc-Jones, 2004). Understanding this is vital for helping the rela- 
tionship or problem-solving when a health or social issue arises, and 
for empowering people to overcome their situation. 

A number of studies from Canada, Wales, the U.S. and other 
countries also have demonstrated the consequences of not receiving 
care and services in the language of one’s choice. In terms of access, 
people in official language minority communities are less likely to 
consult health professionals who provide examinations and primary 
care, and to receive preventive care. They have a weaker understand- 
ing of the care and services they receive (Bonacruz Kazzi & Cooper, 
2003) and are, therefore, less likely to follow the recommendations 
of a health professional compared to people in the majority language 
group (Jacobs, Chen, Karliner, Agger-Gutpa, & Mutha, 2006; Qualité 
de services de santé Ontario, 2015). Mainly because of this context, 
people in the minority language group are at greater risk of being 
admitted to the hospital (Drouin & Rivet, 2003) and, once there, tend 
to remain there longer (Jacobs et al., 2006). 

The safety and quality of care are also affected: users have a 
greater tendency to experience diagnostic errors and negative 
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repercussions from their treatments (Bowen, 2015; Drouin & Rivet, 
2003; Ferguson & Candib, 2002; Irvine et al., 2006; Flores et al., 2003). 
For example, they may have an adverse reaction to their medication 
if they do not completely understand the instructions, at least in part 
because of the complexity of the medical and professional language 
used (Drouin & Rivet, 2003). When dialogue becomes difficult, lan- 
guage barriers, trust, and confidence in the health or social service 
professional can be diminished (Anderson et al., 2003), the user’s 
confidentiality can be violated, especially if there is an interpreter 
or if has been hard to obtain informed consent (Flores et al., 2003), 
and the user is less satisfied with the care and services received 
(Bowen, 2015; Drolet et al., 2014; Irvine et al., 2006; Mead & Roland, 
2009; Meyers et al., 2009). 

For seniors, proficiency in the second language has often dete- 
riorated because of age-related conditions such as loss of hearing or 
neurological damage (Alzheimer’s disease, related dementia, cardio- 
vascular accident, etc.) (Madoc-Jones, 2004). In this case, research has 
found that the first language learned is connected to procedural 
memory, as it has been learned implicitly; the second or even third 
languages are more often learned explicitly and draw instead on the 
declarative memory (Paradis, 2000; Kôpke & Schmid, 2011). These 
different types of memory are associated with different brain struc- 
tures. Thus, in the case of a brain injury, the first and second languages 
learned can be affected in similar or distinct ways and recovery can 
follow various paths: parallel, differential, selective, etc. (Paradis, 2000; 
Kôpke & Prod’homme, 2009). 

When they are in need of social service and health care proce- 
dures in which communication is of paramount importance, people 
in an official language minority community are less likely to consult 
professionals; their weak skills in the language of the majority are 
among the reasons (Kirmayer et al., 2007). Difficulties finding a gen- 
eral practitioner able to refer them to a specialist, long wait times, 
the inability to find relevant and reliable information on mental 
health (especially in the minority language), and the differences in 
perspective in this area cause additional limitations and significantly 
decrease the use of mental health services by immigrant, refugee, 
and cultural minority citizens (Fenta et al., 2006; Reitmanova & 
Gustafson, 2009; Lachance et al., 2014). Moreover, immigrants are 
often unfamiliar with the Canadian health and social service system 
in general (Zanchetta & Poureslami, 2006). Combined with migratory 


and social integration issues, these challenges make newcomers and 
cultural minority citizens even more vulnerable and put them at 
increased risk for further health disparities compared to the overall 
population. 

In addition to all these issues, Francophones who live in official 
language minority contexts face specific challenges. They are not 
necessarily comfortable nor confident enough to ask for services in 
French (Forgues & Landry, 2014) for such reasons as: (1) linguistic 
insecurity (Deveau, Landry, & Allard, 2009); (2) fear of not receiving 
services as quickly (Drolet et al., 2014); (3) the conviction that it is 
impossible to receive these services (Société santé en français, 2007); 
(4) internalization of the minority identity (Tajfel, 1978; Tajfel & 
Turner, 1986), which can lead to two consequences: difficulty asking 
for or insisting on services in their language, and the belief that 
services in French may be of inferior quality (Drolet et al., 2015); 
(5) ease of agreeing to speak English rather than listening to a service 
provider who has trouble speaking French (Deveau et al., 2009); and 
(6) lack of French vocabulary for medical issues or health care, which 
may make the person wonder if it would be harder to understand 
verbal or written information in French than in English (Bouchard, 
Vézina, & Savoie, 2010; Deveau et al., 2009). Likewise, some 
Francophones attended English schools, even though they spoke 
French more often at home. In some cases, this was their choice, and 
in others it was because of rules in the past that prevented the use 
of French in the schools or access to French-language schools. 
Francophones educated in English may find it easier to read and write 
in English, although they prefer to converse in French. 


Towards an Understanding of Actors, the System, 
and Levers of Action 


The idea of publishing this particular volume, a collaborative work 
issued in both official languages, has its roots in the research of two 
teams, both of which had been working for several years in the area 
of French-language health care and social services within Francophone 
minority communities throughout Canada. The Groupe de recherche 
de l'innovation sur l'organisation des services de santé (GRIOSS) at the 
Université de Moncton, which took the initiative for this book, and 
the Groupe de recherche sur la formation professionnelle en santé et en 
service social en contexte francophone minoritaire (GReFoPS) at the 
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University of Ottawa, collaborated closely to bring the project to 
fruition. In the interest of presenting a rich variety of analytical 
perspectives and further developing multiple collaborations in the 
field, members of the two groups also invited contributions from 
other Canadian researchers in the fields of health care, social work, 
political science, law, public administration, psychology, and educa- 
tion, all recognized for their expertise in the area. 

It is useful to review the legal context. In 1969, the Parliament 
of Canada adopted the first Official Languages Act, making English 
and French the two official languages of Canada and guaranteeing 
access to federal government services in both languages. The amend- 
ments made to the Act in 1988 (the addition of Part VI) affirmed the 
Government of Canada’s commitment to enhancing the vitality of the 
English and French linguistic minority communities (OLMCs) in 
Canada and supporting and assisting their development. Moreover, 
Parliament inserted a section protecting the rights of the English and 
French linguistic minority populations into the Canadian Charter of 
Rights and Freedoms in 1981 (Allaire, 2001). Although the Canadian 
Constitution gives provinces and territories the responsibility for social 
services and health care, Parliament adopted the Canada Health Act in 
1984, stating: “The primary objective of Canadian health care policy 
is to protect, promote and restore the physical and mental well-being 
of residents of Canada, and to facilitate reasonable access to health 
services without financial or other barriers” (Bowen, 2001, p. 18). 


Table 1. Timeline of Important Canadian Events 


The first Official Languages Act recognizes the equal status of English and French in all 1969 
institutions of the Government of Canada 


Amendment of the Constitution Act and introduction of the Canadian Charter of Rights 1982 
and Freedoms 

Canadian Health Act li 984 
Amendment of the Official Languages Act adding, among other items, Part VII: 1988 


Advancement of English and French (enhancing the vitality of the English and French 
linguistic minority communities in Canada and supporting and assisting their development) 


‘The Government of Canada's Action Plan for Official Languages policy statement is March 2003 
released; $2 million per year is allocated for creating networks and organizing activities. 
Creation of the Consortium national de formation en santé, the successor of the Centre 2003 


national de formation en santé 
Part X of the Official Languages Act (Court Remedy) makes it possible to enforce Part VIT [2005 
of the Act (Advancement of English and French) 
Roadmap for Canada’s Linguistic Duality 2008-2013 June 2008 
Roadmap for Canada's Official Languages 2013-2018 March 2013 
Statement of commitment to education on the active offer of French language health 2013 
services is signed by the leaders of Consortium national de formation en santé (CNFS) 
(member institutions; launch of the Tool Box for the Active Offer 


In this volume, the researchers we invited to contribute have 
highlighted the diversity of the provinces in applying this legal 
framework, as well as the socio-demographic complexity of the 
Canadian context in the area of official languages. While certain 
constitutional and legal measures facilitate access to social services 
and health care in linguistic minority contexts (Chapter 3), the demo- 
graphic weight of official language minority communities (OLMCs) 
and their vitality can also be a lever to establish policies and practices 
that have a positive impact on the active offer of services in the offi- 
cial language of the minority (Chapters 3, 4 and 14). 

Federal and provincial jurisdiction and unwritten constitutional 
principles are also discussed: these authors present an illuminating 
and nuanced view of the complexity and diversity of the situations 
and issues they’ve encountered. In their chapters we learn, for instance, 
that New Brunswick has the most highly developed legal framework 
to govern the provision of social services and health care in the minor- 
ity official language as it is the only officially bilingual Canadian 
province. Ontario follows, with its system for designated French- 
language services in designated regions. Finally, a law passed in 2016 
created a legal framework that fosters French-language services in 
the province of Manitoba. Balancing these provisions is Quebec, with 
a population that is 78.9% Francophone (Verreault, Fortin, & Gravel, 
2017). It is the only province that has adopted French as its official 
language, prompting the Anglophone minority to assert its language 
rights. Despite its attention to the Canadian context as a whole and 
in all its complexity, this volume focuses more on these four prov- 
inces and on Nova Scotia. However, research on regions with smaller 
concentrations of Francophone minorities and on Anglophones out- 
side Montreal is becoming more prevalent. 

In order to enhance the quality of our reflections on the subject, 
we decided to adopt a theoretical framework based on the strategic 
analysis first developed by Crozier and Friedberg (1977), and pre- 
sented in Chapter 1. The sociology of organizations provided an 
overall framework to analyze the relationship between the actor and 
the system. This framework allowed us to examine the issues and 
challenges of access to and the active offer of social services and 
health care in official language minority communities in greater 
depth, as well as to investigate the strategies and levers of action 
implemented by actors in linguistic minority contexts. 
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Thus each contribution on the challenges of active offer con- 
tained in this book is a source of information on the actors (their role, 
their behaviours, their actions, their strategies, their interactions, 
etc.); on the system (the organization of services, measures promoting 
active offer, limitations, etc.); and/or the relationship between the 
actors and the system. We believe this is an original and unique 
contribution to research on the practices and challenges related to 
active offer. Indeed, when we are confronted with one of the issues 
raised by active offer, all of us, researchers as well as practitioners 
and community members, have to address the following question: 
Is the problem, strategy for action, or solution primarily a matter of 
actors (e.g., an insufficient number of health or social service profes- 
sionals who are aware and equipped to actively offer services), or 
does it lie within the system (lack of policies, procedures, or measures 
favourable to active offer within organizations; inadequate network- 
ing opportunities among professionals; or a lack of directories of 
bilingual, Francophone, or Francophile professionals outside Quebec 
or Anglophone professionals in Quebec)? The fact that the two are 
interrelated makes the question even harder to answer. 

We should specify that the authors do not use the model of 
strategic analysis as the only framework to guide the analysis and 
reflection in each of their chapters. In the interest of the wealth and 
diversity of expertise, the contributors to this book hope, instead, to 
improve our understanding of the role of the actor and the system 
by offering current perspectives on the principles of active offer. Each 
of them in their own way contributes to the study of the dynamics 
of the actors, system, and relationships involved in the active offer 
of services in the minority official language. 

In the following fourteen chapters (grouped into five sections), 
our colleagues pursue their examination of the issues, challenges, 
and possible solutions related to promoting the active offer of ser- 
vices in the official languages in minority settings, as well as its 
challenges in terms of human resources (recruitment and retention) 
and elements to consider for education and training in this area. The 
authors share the results of their studies as well as their understand- 
ing of the different dimensions that come into play in an analysis of 
the active offer of social services and health care to linguistic minor- 
ity populations across Canada. 

While some authors discuss theoretical foundations, others 
present findings from their empirical studies. Some of them make 
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recommendations for improving access to services and the active 
offer of services in the minority language. The authors raise issues 
that do not appear to be insurmountable and which organizations, 
service providers, individuals, and communities as well as decision- 
makers could address. 

The following paragraphs briefly outline each of the chapters. 


Part | — Engaging Actors: Putting the Strategic Analysis 
to the Test 


Chapter 1 lays the foundations for a theoretical framework designed 
to give a general readership interested in the subject a better idea of 
the active offer of social services and health care services in official 
language minority communities. Sylvain Vézina and Sébastien 
Savard explain how the sociology of organizations, and more specifi- 
cally strategic analysis, can help us better understand the relation- 
ships of conflict and cooperation between actors and the system. The 
authors believe this is a major contribution to both research on and 
the practice of active offer. Strategic analysis enables us to determine 
how to articulate the research problem and how to develop a strategy 
for action. Is the answer to be found among the actors, or in the poli- 
cies and procedures? The appropriate response will be found in the 
complexity of the interactions between and among them, which are 
set out in the theoretical model. These divergent and sometimes 
contradictory interests, as well as the power relationships founded 
on resources and assets (among other elements), play out in different 
ways in the interactions. In the chapters that follow, other researchers 
will explore the question of active offer in the same theoretical per- 
spective. Some give us a better understanding of the role of the actor, 
and others focus on the system or the interaction between the two. 
All help to shed light on the subject. 

Based on research on the provision of French-language services 
and the results of a national dialogue, Pier Bouchard et al. examine 
the education and training of health and social service professionals 
in Chapter 2, as well as the competencies these professionals need 
to develop to better serve Francophone minority communities. This is 
a line of research and reflection that threads through other chapters 
in the book and is of great significance. The authors offer new insights 
about the active offer of French-language services in relation to future 
graduates in post-secondary health and social service programs, 
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notably those that are part of the Consortium national de formation en 
santé (CNFS). Among the essential elements to be included in these 
professional programs, the authors stress the importance of informa- 
tion on language as a health determinant, on living conditions in 
minority language communities, and on working in minority lan- 
guage settings. Competencies associated with skills and attitudes 
for working with Francophones in minority contexts are also consid- 
ered important components of education and training. 


Part Il — Policy Levers and Legal Measures: The Interplay 
of Actors 


Chapter 3 is distinct from the other chapters in that the author 
approaches the questions of language and access to health and social 
services from a legal standpoint. Is the state legally required to pro- 
vide free universal access to health care? The answer, according to 
Pierre Foucher, author of this chapter, is “no.” Access to the health 
system in Canada is not a “fundamental right;” instead, it is a politi- 
cal decision. The author then studies the legal aspects of language 
rights, examining two components: federalism and its impact on 
French-language health services, and fundamental rights protected 
by the Canadian Charter of Rights and Freedoms. This chapter allows 
readers to grasp an extremely important issue: although the Canadian 
approach is geared to cooperation and coordination of federal- 
provincial-territorial efforts and respects the division of powers, it 
does not provide for firm legal guarantees of the right to receive 
health care in one’s own official language. Instead, Foucher suggests 
it is in provincial legislation that linguistic minority groups can find 
elements that protect certain rights to access health services. 
Chapter 4 provides a critical reflection on active offer in the 
justice sector in Ontario, with ideas that could be considered in the 
health and social services sector. Linda Cardinal et al. focus first on 
legislative and policy instruments and outline the evolution of 
French-language services (FLS) in the province. Based on a review 
of literature dating from the 1980s and continuing to the time the 
first strategic plan for developing the active offer of FLS was created, 
the authors consider the positive aspects of these instruments, which 
represent the outcome of dialogues between community actors and 
government actors. However, even though there is a process to co- 
construct the provision of FLS, and this co-construction is founded 
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on dialogue, the authors feel that the process often relies on the 
willingness of various actors. This is inadequate for ensuring FLS 
will continue to be offered. The authors suggest that policies, direc- 
tives, planning, and accountability should become the standard 
instruments for ensuring the active offer of French-language services. 
Results from a series of interviews support the authors’ findings. 


Part III — Accessibility and the Active Offer of French-Language 
Services 


In Chapter 5, Louise Bouchard and Martin Desmeules look at the 
situation of Francophone seniors (65 years and over) in the linguistic 
minority population and draw a socio-sanitary portrait of their living 
conditions. The authors point out that the rate of aging is more rapid 
in this population than in the overall population of Canada. Moreover, 
Francophone seniors who live in minority settings are comparatively 
less well off, with fewer financial and cultural resources. Overall, 
these individuals are more vulnerable to health problems. The find- 
ings are based on the authors’ analysis of data from the Canadian 
Community Health Survey (CCHS) in three large Canadian regions 
(Atlantic Canada, Ontario, and the West). The authors conclude the 
chapter with interesting suggestions for actions that could be under- 
taken to improve the situation. These include, for example, strength- 
ening literacy programs for Francophone seniors who live in minority 
language communities, and enhancing the active offer of the areas 
of preventive health, health education, and programs that empower 
individuals to take ownership of their health care and social 
services. 

Chapter 6 describes the experience of Francophone users in 
eastern Ontario accessing French health services. Based on qualitative 
research and an analysis of the actors and the system, Marie Drolet 
et al. reveal the paradoxes inherent in the complex identity construc- 
tion processes of users in the health and social service network. These 
users must navigate through English and French services and set- 
tings, and at the same time maintain the quality of their mother 
tongue. For staff providing services, the fear of being marginalized 
and sometimes their own linguistic insecurity are among the feelings 
that are ever-present and prevent some professionals from serving 
users in French and practising active offer. 
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The authors’ analysis is informed by tools such as the Chronic 
Care Model and the Expanded Chronic Care Model, which outline 
the conditions enabling users to take charge of their chronic health 
problems. In particular, these models describe the roles that users, 
their caregivers, and service providers play in care and services. 
Concepts such as “productive interaction,” “proactive,” and “better- 
informed and better-equipped caregivers” are introduced by the 
authors, in order to explain the paradoxes facing actors in a system 
that is not always positive towards the active offer of social services 
and health care in the minority language. 

In Chapter 7, Eric Forgues et al. review the legal and political 
context as well as achievements made by Francophone minority com- 
munities, in particular following the conflict surrounding the 
Ontario Conservative government’s plan to close Hôpital Montfort 
in 1997. This event was a milestone, the authors remind us, in the 
struggle of Francophone minority communities for the right to access 
social services and health care in their own language. Inequalities 
in health and social services were at the centre of their protests that, 
in the end, brought about improvements in FLS. This chapter illus- 
trates the complexity of the barriers that prevent access to services. 
The barriers cannot be attributed solely to the lack or shortage of 
health professionals. In fact, in an empirical study to identify the 
factors that foster health and social services for Francophone users 
in four Canadian provinces, the author focuses on factors related to 
the social, political, and legal environments, as well as the organiza- 
tion of work. Compliance with policy decisions and the vigilance of 
actors ready to take the political and legal action necessary for change 
seem to constitute the basic conditions that guarantee access to health 
and social services in an official language minority community. 


Part IV — Bilingualism and the Active Offer of French-Language 
Services 


In Chapter 8, Danielle de Moissac et al. explore the point of view of 
Francophone and bilingual professionals on access to French- 
language health and social services by Francophone minority popula- 
tions in Manitoba and eastern Ontario. Their research combines two 
qualitative studies underlining the challenges that professionals face 
in those two environments. Some of the challenges are not unique 
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to Manitoba or Ontario, as other chapters show. Among the chal- 
lenges identified are the shortage of bilingual, Francophone, and 
Francophile professionals; the difficulty of identifying bilingual 
clients and service providers; a lack of networks to support bilingual 
professionals; and often a lack of organizational support to make an 
active offer of services in bilingual health and social services facili- 
ties. The authors present options for improving access to services, 
suggesting, among other possibilities, that various organizational 
strategies may be adopted. 

Along the same thematic lines, Chapter 9, by Sébastien Savard 
et al., studies factors contributing to the recruitment and retention of 
bilingual health and social service professionals, again in a minority 
language setting. The qualitative research on which this chapter is 
based took place in the two Canadian cities of Winnipeg and Ottawa. 
The results demonstrate that the most significant factor in retaining 
these professionals is the quality of the work environment. The qual- 
ity of the connections professionals make with their co-workers and 
with users is one of the primary sources of job satisfaction for them, 
contributing to the overall satisfaction and retention of employees. 
The authors conclude the chapter with several recommendations that 
could lead to a better use of resources, especially through the educa- 
tion and training of service providers working in the sector. 

In Chapter 10, the author examines active offer under the lens 
of organizational culture, hoping to identify, through empirical 
research, the predominant language-related values operating in 
Anglophone and Francophone hospitals in New Brunswick. These 
values are fundamental to organizational culture and determine the 
importance of the active offer of French-language services in a given 
setting. Informed by a perspective drawing from the sociology of 
organizations as a starting point, Sylvain Vézina believes that actors 
may interpret the idea of bilingualism as a threat to the balance of 
power in the system, and that such an attitude may create resistance 
among members of the linguistic majority. This is the reason he sug- 
gests a discourse that promotes the value of a culture of active offer 
by emphasizing the goals of safety and quality of care and services 
in both official languages. 
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Part V — Issues and Strategies in Educating and Training Future 
Professionals 


Chapter 11 turns to the question of educating educators, that is, the 
university professors offering education and training on active offer 
to future graduates. The authors found that most of them had not 
received training on the teaching and learning strategies best suited 
for students in professional programs who would be working with 
Francophone minority communities. This realization led Claire- 
Jehanne Dubouloz et al. to explore educational theory in the area of 
andragogy (adult education) and to propose a conceptual framework 
within which an educational component on active offer could be 
developed. Three types of knowledge can be distinguished in this 
framework: knowledge, skills, and people skills or attitudes. The 
authors also reflect on the particular issues of teaching active offer 
that they discovered while conducting a pilot project on the imple- 
mentation of education on active offer. 

Chapter 12 by Jacinthe Savard et al. discusses a research pro- 
gram whose objective was to design and validate measurement tools 
for active offer behaviours. Three tools were developed: the first was 
intended to measure the perception of service providers regarding 
their own behaviours to promote active offer; the second measured 
the perception of service providers with respect to the actions taken 
by their organization to support active offer behaviours (organiza- 
tional support); the third investigated factors believed to determine 
the provision of an active offer of French-language services (e.g., the 
ethnolinguistic vitality of a person’s community, a person’s identity 
and acculturation, etc.). According to the author, these factors are 
determinants of active offer. The tools, which are robust, reliable, 
and constructed according to recognized theoretical models, fill a 
major gap in the field since no measurement tools existed before this 
research began. In a series of tables, the authors synthesize the con- 
tents of the measurement tools (questionnaires) as well as the results 
obtained through statistical tests. The findings reveal, among other 
facts, that the perceived organizational support and certain indi- 
vidual behaviours (notably the affirmation of identity, education in 
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active offer, and proficiency in French) are positively associated with 
active offer. In this sense, the research offers concrete knowledge we 
can use to improve education on active offer in programs for future 
health and social service professionals. 

In Chapter 13, Josée Lagacé and Pascal Lefebvre compile data 
from scholarly studies and present new research data. They show a 
gap between best practices and current practices in the use of nor- 
malized tests for audiology and speech-language pathology assess- 
ment of bilingual children. In Canada, most Francophone children 
who live in linguistic minority settings are bilingual. However, as 
the authors explain, audiologists and speech-language pathologists 
who assess clients for communication disorders do not have tests 
that have been normalized in this population. Better tests that can 
more accurately identify the difficulties found in official language 
minority communities are needed. Moreover, these tests should also 
account for the complexity and the value of learning two languages 
at the same time. For this reason, the authors make recommendations 
for university programs and professional development in audiology 
and speech-language pathology. Recommendations are also made 
for employers and parents. 

Last but not least, Chapter 14 is entirely dedicated to the 
English-speaking communities of Quebec. In it, Richard Bourhis 
presents a theoretical model that helps us to understand the relations 
between majority and minority groups. The author explains how the 
Interactive Acculturation Model (IAM) provides an intergroup 
approach to minority/majority group relations in multilingual set- 
tings. He points out the importance of the ethnolinguistic vitality as 
the first element of this model, which describes the relative strengths 
and weaknesses of linguistic communities in contact. Additionally, 
he examines the types of language policies that regulate the status 
of linguistic communities, which is the second element of the IAM. 
Thirdly, the acculturation orientations of minority and majority 
group speakers are described as they interact to yield harmonious, 
problematic, or conflictual intergroup relations. In the second part 
of his chapter, M. Bourhis analyses bilingual health care policies for 
official language minorities in Canada and in Quebec. Finally, the 
author presents in a detailed analysis the implications of the 2014 
Quebec government health care Bill 10 for the vitality of the English- 
speaking communities of Quebec. 
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In the Conclusion, we present the contribution made by each 
author to a cohesive reflection on active offer, considering each of 
them in the light of strategic analysis. We then propose six strategies 
to promote active offer, locating them in an analytical framework 
that allows us to reconcile the largest possible number of perspectives 
possible and, thus, capture the object of study in its full complexity. 
Levers and options for action serve as different angles from which 
to look ahead to further explorations in the field. The framework is 
founded on theory and empirical data and, at the same time, oriented 
towards action. In this way, it encompasses the limitations of the 
system as well as the opportunities it offers to the various actors 
involved, who can then adapt their actions to their respective envi- 
ronment in which they operate. 
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Active Offer, Actors, and the 
Health and Social Service System: 
An Analytical Framework 


Sylvain Vézina, Université de Moncton 
and Sébastien Savard, University of Ottawa 


Abstract 


his chapter presents a theoretical framework inspired by strategic 

analysis, also called the sociology of organizations. By adopting 
this approach, researchers try to uncover the objectives and strategies 
used by the actors involved in order to better grasp the dynamics of 
the system of action, while at the same time taking into consideration 
the constraints arising from the formal structure. The concepts dealt 
with include the system of action, power, rules of the game, change, 
strategy, actor, issue, organization, and environment, all of which 
take into account the complexity of the challenges surrounding the 
practice of active offer in health and social services. One of the major 
contributions of this approach is that it provides an analytical frame- 
work making it possible to gain a better comprehension of the rela- 
tionship between the actor and the system. These two components 
are essential not only for understanding the subject explored here, 
but also for identifying the strategies for action used by actors in a 
given community. 


Key Words: active offer, social services and health, system of action, 
power, zone of uncertainty, strategic analysis, sociology of organiza- 
tions, change, strategy, actor, issue, organization, environment. 
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Introduction 


Access to health and social services that are safe and of comparable 
quality for official language minority communities (OLMCs) is a 
subject explored by a growing number of surveys, and, as a result, 
analyses (Vézina, 2015). Each one proceeds according to theoretical 
positions that are often conscious and acknowledged but are some- 
times difficult to identify. Suggesting an analytical framework that 
makes it possible to amalgamate the greatest possible number of 
these perspectives in order to consider matters related to active offer 
is an onerous task. It is, nevertheless, what we propose to do in this 
chapter. We will argue that the organization is a construct in which 
we observe, among other things, relations of power and dependence, 
which rely on strategies developed around zones of uncertainty and 
give rise to the establishment of ever-evolving rules framing the 
cooperation of actors within as well as outside the organization. 
Although our choices are, by definition, subjective, we hope we are 
able to propose a way of theorizing the subject which will be of inter- 
est to many researchers and, especially, will enable us to address 
multiple aspects of active offer. 

Thus, our first challenge is to identify an existing theoretical 
model that can integrate a wide variety of perspectives. Our second 
challenge is to establish, as clearly as possible, its potential, in view 
of the multiple dimensions of the subject of our research, active offer. 
Choosing a theoretical framework means adopting a series of general 
analytical tools developed by others before us through observations 
of reality and that allow us to explain the phenomena we are examin- 
ing. Any theoretical model proposes a specific and consistent use of 
concepts that become analytical tools, in order to bring to light the 
logic underlying the phenomena observed, or even to predict these 
phenomena. In the following pages, we will suggest some tools we 
believe are most apt to help us understand active offer, its meaning, 
and the issues and challenges that come with it. 

In concrete terms, we will refer to propositions and concepts 
drawn from the sociology of organizations.’ These propositions seem 
useful to us in a number of ways. First, they offer a series of concepts 
to which researchers from different disciplines are able to relate, 
including the concepts of system of action, power, rules of the game, 
change, strategy, actor, issue, organization, and environment. Such 
concepts are able to take into account the complexity of challenges 
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around the practice of active offer. We will consider them in more 
detail later on. 

Next, the sociology of organizations provides an analytical 
framework that makes it possible to gain a better grasp of the relation 
between the actor (individual or group) and the system (hospital, 
social services, society...). From our perspective, this is a major con- 
tribution to the study of active offer. When considering the issues 
raised by active offer (either in research or in the offer of direct ser- 
vices to the population), we are faced with a significant challenge: 
we must decide if the problem, like the strategy of action, is first and 
foremost a matter of the actors involved; that is, the need for people 
working in health and social services who are conscious of the need 
for active offer and equipped to provide it. Or, on the other hand, is 
it a matter of the system; that is, the lack of up-to-date policies and 
procedures in the rules governing the employment of resources for 
the purpose of putting active offer into practice? The sociology of 
organizations addresses precisely the interaction between the two. 

Finally, this theoretical model is intended to be concrete and 
move beyond the question of “why” to “how.” Indeed, the primary 
interest to those who work with this approach understands how 
human beings (all of whom pursue their individual goals, which can 
be divergent, or even completely opposite, from those of others) man- 
age to resolve the problem of their cooperation in an organization and 
what their cooperation costs them. In a way, we are trying to under- 
stand the mechanisms and conditions of integrating diverse rationali- 
ties? and divergent interests in the pursuit of common objectives that 
are basic to the organization and indispensable to its survival. Here 
is a simple illustration of the problem in the context of our subject. 
We need to specify from the outset that the particular challenge of 
active offer occurs in organizations where individuals working in a 
variety of professions must perform their duties in a minority setting. 
We could, then, state that the sociology of organizations examines 
how these actors, be they Anglophone or Francophone, unilingual 
or bilingual, manage to reconcile their often divergent interests when 
it comes to providing safe and quality social services and health 
services in the official language of the choice of the person requiring 
a service. It is the relation between conflict and cooperation that we 
are trying to better understand, here. Both are inherent in the dynam- 
ics of organized action (Friedberg, 1993). 
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Furthermore, the health care sector interests a large number of 
researchers in the field of sociology of organizations. During the second 
half of the 1980s, driven by the research of Michel Crozier (1987), 
researchers focused mainly on hospital organizations (Bélanger, 1988; 
Binst, 1994; De Pouvourville, 1994; Gonnet, 1994; Moisdon, 1994). Since 
then, they have diversified into other areas of health care, notably 
from the angle of public policy (Borraz, 2008; Bergeron, 2010), ration- 
alization (Benamouzig, 2005), prevention (Crespin & Lascoumes, 
2000), the practice of medicine (Castel & Merle, 2002; Castel, 2008) &, 
consequently, the place of expertise (Henry, Gilbert, Jouzel, 
& Marichalar, 2015). In the field of social services, Savard, Turcotte, 
and Beaudoin (2004) used the framework of strategic analysis to study 
the power relations between public facilities and community organi- 
zations serving children and families, both of which provide social 
services to this population. This shows that the framework can be 
used to study the dynamics of inter-organizational partnership. 


Organization as a Construct 


For those who take this approach, the organization is contingent, in 
the sense that no “best” way of organizing human activity exists. 
Instead, there are infinite possible variants, depending on the objec- 
tive situation—and the intentions—of individuals for which it is 
comprised. When considered from a subjectivist viewpoint (Burrell & 
Morgan, 1979), the organization is seen as a construct formed from 
conflictual and cooperative relations between individuals and groups 
they call “actors.” More precisely, the organization is recognized here 
according to the interactionist paradigm (Boudon, 1977); in other 
words, as the product of encounters between actors who are trying 
to define a framework to cooperate around common objectives. 
Starting from the idea that interactions between actors in a system 
are based on interests and objectives that may be concurrent or con- 
tradictory, the paradigm shows how power relations develop, as each 
person uses the resources in his or her own possession, and the zones 
of uncertainty under his or her own control, in order to force other 
actors to make concessions. This way, each person can achieve, at 
least in part, her or his own objectives. Conversely, however, this 
same actor, dependent on the resources possessed by others, cannot 
unilaterally impose rules and must instead negotiate and make 
compromises. 
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Physicians, managers, nursing staff, social workers, 
Francophones, Anglophones, men, and women, to name only a few, 
are connected in a variety of configurations according to the issues 
and the resources they have available to influence the dynamics of the 
system. Thereby, the system can respond as well as possible to their 
individual and collective interests when dealing with the issue at hand. 
In the perspective of the sociology of organizations, the active offer of 
social services and health care in the two official languages represents 
one issue among others. The way it is dealt with depends on both the 
performance of the actors and the recognition, by everyone involved, 
of its importance in achieving the objectives of the system. Starting 
from this idea, we would suggest that active offer cannot take place 
without an effective cooperation among actors, through their acknowl- 
edgement of their complementary roles and the clarification of the 
division of skills. Nonetheless, this cooperation will always be inter- 
rupted by conflict, whether on the level of values, interests, or objec- 
tives. A major part of the conflict is related to the competition among 
different actors for obtaining and using limited resources to achieve 
specific objectives. In short, cooperation cannot rely on a simple agree- 
ment around common values; it requires mechanisms such as learning 
and negotiation, or even bargaining (Castel & Carrere, 2007). 
Furthermore, cooperation will be impossible unless people consider 
the legitimate interests of the actors involved, be they interests of a 
professional, cultural, or labour condition, or of a different nature. 


Power and Dependence: At the Heart of the Analysis 


Power, a central notion of this model, is viewed from the angle of a 
transactional dynamics, where the logic of exchange, of negotiation, 
of giver-giving is predominant, rather than from the angle of oppres- 
sion. The conception of power transmitted by this approach is also 
based on the principle that every power relationship is founded on 
a relationship of dependence that is fairly reciprocal between the 
actors in interaction. Thus, for exchanges or transactions to take place 
between actors, there must be interdependence between them. For 
example, one actor has one resource that I need. I negotiate with that 
actor so that either the resource is given to me or the resource does 
not infringe on my pursuit of my objectives. The other actor negoti- 
ates with me because I control one zone of uncertainty that is neces- 
sary for the actor to pursue his or her own objectives. 
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The notion of interdependence is therefore central to our under- 
standing of how systems of action function. However, it is not to be 
confused with the notion of balance. Indeed, certain actors may pos- 
sess more resources and control larger zones of uncertainty, giving 
them more negotiating power than other actors in the system. On 
the other hand, given that (according to this model) no actor pos- 
sesses all the resources, the vision of power that is transmitted here 
is pluralist; that is to say, it introduces a priori the hypothesis that 
power is spread out among different actors. This conception is thus 
placed in opposition to the totalitarian vision of power, which pos- 
tulates a relationship between dominant and dominated, where 
power is concentrated in the hands of dominant (often majority) 
groups. Crozier and Friedberg (1977) affirm that this vision of power 
ignores a fundamental aspect: that of exchange. 

Even if the actor is constrained by the rules of the game and the 
strategies of other actors, this does not mean the actor is totally pow- 
erless: “Even in extreme situations, a man always retains a margin 
of liberty and cannot help but use it to beat the system.” (Crozier & 
Friedberg, 1977: 42, our translation). Inspired by the work of Leavitt 
(1958), the authors affirm that even the most disadvantaged actor will 
always have the final choice to accept or refuse what the other asks 
so that the “changer,” as well as the “changed,” will experience ten- 
sion in the power relationship. The idea presents itself as follows: 
there is no power without a relationship, no relationship without an 
exchange, no exchange without a negotiation. For these authors, then, 
although organizations are established around the necessary coop- 
eration between individuals, they also involve an exercise of power 
because cooperation will never be totally balanced. To summarize, 
the exercise of power in our organizations seems to be a phenomenon 
every bit as normal as cooperation. 


Concrete System of Action 


These relations, characterized by negotiation, transaction, and com- 
promise, take the form of games that regulate, we might say, the 
behaviour, decisions, and actions of people working within the sys- 
tem. Crozier and Friedberg (1977) suggest that these dynamics can 
be explained through the concept of “concrete system of action,” or: 
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A structured group of humans who coordinate the actions and 
participants by using relatively stable mechanisms that maintain 
its structure (that is, the stability of its games and relationships 
among them) by mechanisms of regulation that constitute other 
games. (286, our translation) 


In accordance with this concept, these authors suggest that the 
behaviour of the actors cannot be explained solely by the rationality 
of the formal organization—its objectives, functions, and struc- 
tures—as if it were a set of data and circumstances to which indi- 
viduals would have no other choice than to adapt, and which they 
would, in the end, internalize in order to conform. Instead, they 
posit that actors’ margins of liberty can never be completely 
restricted. The formal dimension of the organization—structure and 
rules—is exploited, interpreted, and modified by the actors in the 
course of confronting issues in their day-to-day relations. One of 
the key points of this concept to remember is that issues associated 
with active offer, such as access to safe and quality services and care, 
must be placed at the centre of the dynamics of the system of action 
in such a way as to ensure that, as a natural outcome, the formal 
dimension of the system incorporates the rules of the game. The 
actors from the minority—in our case, the linguistic minority—must 
take advantage of their margin of liberty in order to influence the 
system in this direction. 


Strategies and Zones of Uncertainty 

The capacity of actors to influence the dynamics of the system will 
depend on their ability to control any substantial and relevant 
resources available to them, as well as their ability to deal with the 
various constraints whether organizational, political, economic, or 
normative. 

In the relational perspective of power transmitted by this theo- 
retical approach, the zone of uncertainty is defined as an element 
not controlled by all, or at least not mastered by one of the actors 
involved. The more relevant resources an actor possesses, the more 
zones of uncertainty the actor controls—assuming that there are 
other actors with whom there is a power relationship and who 
depend on these zones—the greater the actor’s margin of liberty and 
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therefore capacity for action. Nevertheless, it often happens that the 
objectives pursued by an actor meet the resistance of another actor. 

It is at this point that the objectives become issues around which 
alliances form (if the issues are convergent), or oppositions form (if 
the issues are divergent) between different actors in the system. It is 
in such oppositions that power relations appear. 

Mastering relevant resources does not only determine the mar- 
gin of liberty actors can have. It also determines, in part, the strate- 
gies that can be envisaged by the actors to achieve their objectives. 
Indeed, the more relevant resources an actor possesses—that is, 
resources that “the adversary” depends on or which correspond to 
a zone of uncertainty—the easier it will be to shift the power relation 
to the actor’s favour. The importance of the resources owned, and 
the zones of uncertainty controlled, also have an influence on the 
ability of an actor to create alliances with other actors, thereby 
increasing opportunities to reach his or her objectives. In short, this 
approach invites us to demonstrate the capacity of actors and the 
strategies used to encourage actors to cooperate and provide active 
offer, or, inversely, to erect obstacles to doing both. 


Rules and Collaboration 

However, if a concrete system of action is, in reality, interrupted by 
power struggles, actors are just as concerned about reaching the 
objectives of the system, because they are aware that they depend, 
individually and collectively, on the survival of the system. This is 
why they will define and adjust, through their relationships, the 
formal rules and the structure of the system. This formal dimension 
of the organization can be considered as a crystallization of the state 
of relations among actors at a given time. It represents a form of 
compromise which will ultimately structure their relationships by 
defining, in a sense, the assets each person has and can use, and 
which limits the margin of liberty of the participants as a whole, so 
that all are encouraged to cooperate to achieve the objectives of the 
system. 

The organizational structure and rules would serve to regulate 
the power relations among the actors in order to establish a mini- 
mum of consistency. Constructed around power relations, organiza- 
tions are essentially trying to reduce the margin of manoeuvre 
and the leeway of its actors in an attempt to ensure their actions 
become predictable and their activities become controllable, and to 
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force cooperation. Of interest here is the process by which standards, 
norms, and rules in an organization are produced (Castel, 2002, 2009). 
In the case of active offer, we might ask if the existence of certain 
standards of practice and procedure defining the individual’s role in 
communicating with those concerned and in respecting the official 
languages would be favourable to establishing a dynamics of coop- 
eration that benefits the whole. Would the implementation of stan- 
dards and processes make it easier to control the activities and 
relationships among actors in terms of active offer, especially if it 
limits interpersonal contact, which is a source of conflict (Jacobsson, 
2000)? This is an example of the kind of question explored in the 
sociology of organizations. 

In addition, the approach we have been laying out here shows 
that structures, standards, and processes cannot regulate all aspects 
of action. There will always be remaining zones of uncertainty, issues, 
and sources of power for which there are no rules that will, therefore, 
continue to be sources of power struggles among actors. For example, 
while education has been ground for equality claims by Francophones 
in Canadian minority contexts for several decades, it is only in recent 
years—at the time of the crisis over the closure of Ottawa’s Montfort 
hospital in 1997—that access to quality social services and health care 
for minority language groups has been recognized as a central issue 
that can inspire a community’s advocacy and activism. This issue, 
long ignored by these communities, now influences the dynamics of 
our health and social service systems. Similarly, and despite the fact 
that it should have been addressed long ago, active offer only 
appeared as an issue in health and social services a few years ago. 
The rules of the game within our health and social service systems 
remain, in this regard, to be determined. 


Relationship to the Environment 

Furthermore, since the organization rarely functions outside a larger 
social system, and instead most often exists to respond to the needs 
and demands of people in a community, it must remain in contact with 
its environment. It is, in fact, dependent on its environment, and its 
environment will always be a zone of uncertainty threatening its inter- 
nal balance. As a result, there will be a power relationship, notably in 
the exchange of information. Accordingly, the actors who make up the 
organization will constantly try to control their environment, all the 
while being dependent on it. The organization will attempt through 
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various specialized services to structure its relations with the environ- 
ment in such a way as to stabilize them. Inversely, it has to be recog- 
nized that the environment includes actors who are also, to a certain 
degree, dependent on the organization and trying to control it. 

Crozier and Friedberg (1977) introduce here the concept of 
relays. Basically, this refers to actors who are present inside and 
outside the system who are vehicles for the exchange of information. 
Examples are information agents working within the organization 
and in the media, as well as actors in the community—Consortium 
national de formation en santé (CNFS), Société santé en français (SSF), 
Quebec Community Groups Network (QCGN), Community Health 
and Social Services Network (CHSSN), community associations, 
federal and provincial governments, professional associations, 
researchers, educational institutions, etc.—all of which become actors 
in the system of action and play a role influencing its dynamics. 


Phenomenon of Change 

All this leads us to the problem of change, viewed here along the 
same lines as the organization, as a construct. Thus, the reality is— 
from the point of view of the sociology of organizations—an ongoing 
collective creation that is always in a process of “becoming,” and will 
evolve through, and be shaped by, conflicts, negotiations, bargaining, 
and relationships among individuals. Change is thus considered as 
a process of collective creation whereby members learn together. 
They invent and determine new ways of performing the social games 
of cooperation and conflict, giving rise to the establishment of new 
organizational structures. For people who work from this approach, 
change is related to the nature of individuals who are changing in 
their relations to each other and in the organization. 

Beyond contradictory interests, strategies, and alliances, we 
find actors who seek to innovate, to develop new organizational tools 
and practices to encourage change oriented towards collective objec- 
tives. These “organizational champions” (Bloch & Hénaut, 2014) are 
positioned in a unique and tenuous space in the system as they 
embody change and, therefore, threaten the established order. 


Conclusion 


The sociology of organizations allows us to approach the active 
offer of health and social services in Canada’s official languages 
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according to a wide variety of perspectives including change, con- 
flict, decision-making, public action, the mobilization of actors and 
their cooperation (Bergeron & Castel, 2014). It invites us to pay par- 
ticular attention to the relations among actors, in order to see how 
they influence change toward active offer, and how they are, in turn, 
affected by this change. We might explore such questions as: To what 
extent does each of the strategies chosen lead (or not lead) to the 
implementation of practices favourable to active offer? Which of the 
strategies—radical change or incremental incentive—best enables 
leaders to convince the largest number of actors (Castel, 2002)? Which 
political measures, for example, could work in favour of active offer? 

The sociology of organizations also provides us with tools to 
see how heavily professional issues (Borraz, 1998) weigh on strategies 
of change. This applies especially to those issues linked to the official 
languages in health care and social service organizations. 

That is the presentation of the major ideas we have drawn from 
the sociology of organizations for this book. We have also described 
the use that can be made of the analytic framework of issues and 
challenges surrounding the implementation of active offer of services 
in minority official languages. Now we will see how the following 
analyses enable us to gain a better understanding of the role of the 
actor and the system, as well as their interactions, in advancing and 
updating principles of active offer. 


Notes 


1. Also called strategic analysis. The core propositions are contained ina 
seminal work (Crozier & Friedberg, 1977) and a title that revisits the 
model, responding to some of the criticisms levelled against it and 
specifying some of its ambiguities (Friedberg, 1993). 

2. For more on the concept of rationality, see the work of Raymond Boudon 
(Boudon 1988, 1989, 1996). 


References 


Bélanger, P. R. (1988). Santé et services sociaux au Québec: un systeme en 
otage ou en crise? De l'analyse stratégique aux modes de régulation. 
Revue internationale d'action communautaire, 20(60), 145-156. 

Benamouzig, D. (2005). La santé au miroir de l'économie. Paris : PUF. 


35 


36 


ENGAGING ACTORS 


Bergeron, H. (2010). Les politiques de santé publique. In O. Borraz, and V. 
Guiraudon (Ed.), Politiques publiques 2: changer la société. Paris: Presses 
de Sciences Po, pp. 79-111. 

Bergeron, H., & Castel, P. (2014). Sociologie politique de la santé. Paris : PUF. 

Binst, M. (1994). Vertus et limites de l'analyse stratégique pour l'intervention 
à l'hôpital. In F. Pavé, L'analyse stratégique autour de Michel Crozier. Sa 
genèse, ses applications et ses problèmes actuels. Paris: Seuil, pp. 369-372. 

Bloch, M.-A., & Hénaut L. (2014). Coordination et parcours: la dynamique du 
monde sanitaire, social et médico-social. Paris: Dunod. 

Borraz, O. (1998). Les politiques locales de lutte contre le sida. Paris: L'Harmattan. 

Borraz, O. (2008). Les politiques du risque. Paris: Presses de Sciences Po. 

Boudon, R. (1977). Effets pervers et ordre social. Paris: PUF. 

Boudon, R. (1988). Rationalité et théorie de l’action sociale. In E. Guibert- 
Sledziewski and J.L. Vieillard-Baron (Eds.), Penser le sujet aujourd'hui. 
Paris: Méridiens Klincksieck, pp. 139-263. 

Boudon, R. (1989). Subjective Rationality and the Explanation of Social 
Behavior, Rationality and Society, 1(2), 173-196. 

Boudon, R. (1996). Au-dela de la rationalité limitée ? Environnement et société. 
17: 85-111. 

Burrell, G, & Morgan, G. (1979). Sociological paradigms and organisational 
analysis. London: Heinemann. 

Castel, P. (2002). Normaliser les pratiques, organiser les médecins: la qualité comme 
stratégie de changement (Doctorat dissertation). IEP, Paris. 

Castel, P. (2008). La gestion de l'incertitude médicale: approche collective et 
contrôle latéral en cancérologie. Sciences sociales et santé, 26(1), 9-32. 

Castel, P. (2009). What's behind a Guideline? Authority, Competition and 
Collaboration in the French Oncology Sector. Social Studies of Science, 
39(5), 743-764. 

Castel, P., & Carrere, M.-O. (Eds.) (2007). Soins en réseau: Pratiques, acteurs et 
régulation en cancérologie. Montrouge: Editions John Libbey Eurotext. 

Castel, P., & Merle, I., (2002). Quand les normes de pratique deviennent 
une ressource pour les médecins. Sociologie du travail, 44(2), 337-355. 

Crespin, R., & Lascoumes, P. (2000). Régulation de la carrière d’un instru- 
ment de santé: les parcours de l'usage du test du VIH dans l'emploi 
en France et aux États-Unis. Sociologie du travail, 42(1), 133-157. 

Crozier, M. (1987). L'analyse stratégique en milieu hospitalier: pertinence et 
méthodologie. Gestion hospitalière, 261: 787-791. 

Crozier, M., & Friedberg E. (1977). L'acteur et le système. Paris: Seuil. 

De Pouvourville, G. (1994). La sociologie, l'ingénieur et l'hôpital. In F. Pavé, 
L'analyse stratégique autour de Michel Crozier. Sa genèse, ses applications et 
ses problèmes actuels. Paris: Seuil, pp. 357-361. 

Friedberg, E. (1993). Le pouvoir et la règle: dynamiques de l'action organisée. Paris: 
Seuil. 


Active Offer, Actors, and the Health and Social Service System 


Gonnet, F. (1994). Application du raisonnement stratégique et systémique 
aux hôpitaux publics. In F. Pavé, L'analyse stratégique autour de Michel 
Crozier. Sa genèse, ses applications et ses problèmes actuels. Paris: Seuil, 
PP- 337-344- 

Henry, E., Gilbert, C., Jouzel, J.-N., & Marichalar, P. (Eds.) (2015). Dictionnaire 
critique de l'expertise: santé, travail, environnement. Paris: Presses de 
Sciences Po. 

Jacobsson B. (2000). Standardization and expert knowledge. In Brunsson, 
N., & Jacobsson B., A World of Standards, Oxford: Oxford University 
Press, pp. 40-49. 

Leavitt H. J. (1958). Psychologie des fonctions de direction dans l'entreprise. Paris: 
Ed. Hommes et Techniques. 

Moisdon, J.-C. (1994). Hôpital, instrumentation de gestion et analyse straté- 
gique. In F. Pavé, L'analyse stratégique autour de Michel Crozier. Sa genèse, 
ses applications et ses problèmes actuels. Paris: Seuil, pp. 350-356. 

Savard, S., Turcotte, D., & Beaudoin, A. (2004). Le partenariat et les organisa- 
tions sociosanitaires du secteur de l'enfance, de la famille et de la jeu- 
nesse: une analyse stratégique. Nouvelles pratiques sociales, 16(2), 
160-177. 

Vézina, S. (2015). Bilan de santé: une analyse descriptive de l'état de la recher- 
che sur la santé et les communautés francophones en situation minori- 
taire. Minorités linguistiques et société, 6: pp. 202-233. 


37 


Page left blank intentionally 


CHAPTER 2 


Engaging Future Professionals 
in the Promotion of Active Offer 
for a Culturally and Linguistically 

Appropriate System! 


Pier Bouchard, Sylvain Vézina, Manon Cormier, and 
Marie-Josée Laforge, Groupe de recherche et d’innovation sur 
l'organisation des services de santé (GRIOSS), Université de Moncton 


“With their cultural competence reinforced by the awareness-raising 
efforts of the CNFS, these graduates are ready to become change 
makers, if not driving forces, to improve the health system wherever 
Francophones live, in every region of the country.” 

(LeBlanc, 2008, p. 42) 


Abstract 


ibs this chapter, the authors examine the approach of the Consortium 
national de formation en santé (CNFS) in the area of the active offer 
of health care and social services in French, in light of ideas from 
strategic analysis. We will look at the steps the CNFS has taken with 
regard to a consortium of Francophone post-secondary institutions 
offering programs in the area of health and social services, to design 
and share resources to prepare Francophone professionals to take up 
the challenge of improving access to French-language services in 
minority settings. In response to a recommendation made in an 
evaluation report in 2008, the CNFS has undertaken a process to 
prepare graduates of its post-secondary programs to become ambas- 
sadors who are prepared to improve access to safe, quality services 
for Francophone communities in minority settings. 
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Readers will learn about an actor-centred strategy enabling 
professionals to provide active offer of services in French. Readers 
will also learn about the series of challenges, issues, and ideas for 
action that occur as resources are developed. Because the process is 
dynamic we conclude by introducing some of the measures now 
being developed or implemented. 


Key Words: language and health, issues and challenges of active 
offer, quality and safety of care, actor, strategy, commitment, educa- 
tion and training. 


Introduction 


Building the active offer capacity of Francophone professionals in health 
care and social services is a major undertaking, particularly in a setting 
where there is a very large majority of Anglophones. That is the subject 
of the current chapter. More specifically, we will be revisiting—in light 
of ideas proposed as part of a strategic analysis (Crozier & Friedberg, 
1977; Friedberg, 1993)—the approach developed by the Consortium 
national de formation en santé (CNFS), with the support of the Groupe de 
recherche et d'innovation sur l'organisation des services de santé (GRIOSS),? 
to meet this challenge. Our goal is to give readers a better under- 
standing of the foundations of the CNFS strategy in this area. The 
Consortium is an umbrella organization of several post-secondary 
educational institutions and regional partners across Canada whose 
purpose is to strengthen post-secondary French-language programs 
offered in the field of health care and social services. Therefore, the 
CNFS has a mission to better prepare future professionals in these 
disciplines to improve access to safe, quality health services? for 
Francophone minority communities. The CNFS was well positioned 
to initiate the reflection surrounding the means and materials avail- 
able, and to select those best suited to preparing future health profes- 
sionals—in particular, motivating them to take action to promote the 
active offer of health and social services. To carry out this project, 
the CNFS called on researchers affiliated with the GRIOSS, a group 
dedicated to research and innovation on the organization of health 
services, to collect information on the subject and to facilitate a dia- 
logue with the primary actors involved, particularly researchers, 
educators, managers, health professionals, and students. 

In our essay we present the results of an action research project{ 
whose results are still being used to guide the active offer work of 
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the CNFS. Through the perspective of the theoretical approaches of 
Crozier and Friedberg, we will consider how the CNFS articulated 
its plan to provide tools to actors, in particular health professionals, 
so they can act on the system (structures, procedures, conventions) 
in a way that promotes and improves access for Francophone minor- 
ity communities (FMCs) to health services comparable to those avail- 
able to the majority. This strategic orientation is closely aligned to 
the core mandate of the CFNS. 


Background 


To begin, we need to recall the decisive event that occurred in 1997, 
when the existence of the Hôpital Montfort, the only Francophone 
university hospital in Ontario, was in jeopardy. The plan proposed 
by the Government of Ontario resulted in an unprecedented protest 
against the idea, engaging the Canadian Francophone community 
to speak out and take action on the need for French-language health 
care (Lalonde, 2004). The crisis also led to the decision of the Ontario 
Court of Appeal, which concluded that the Hôpital Montfort was 
essential to the preservation and enhancement of the Franco- 
Ontarian community and contributed to the vitality of this minority 
linguistic community. Not only did the efforts of Montfort’s advo- 
cates allow the hospital to survive, and even thrive, they also fostered 
the creation of networks of actors such as the Société santé en francais 
(SSF), which has alliances in every province and territory, and the 
array of Francophone post-secondary health programs that make up 
the Consortium national de formation en santé (CNFS). 

The initial mandate of the CNFS is to contribute to improving 
French-language services by educating and training a growing num- 
ber of Francophone health care and social service professionals, and 
by developing research on the needs of Francophone minority com- 
munities in the area of health and wellness (CNFS n.d., para. 4). A 
proposal to adjust this mandate was made in a 2008 report evaluating 
the education and research orientation of the CNFS that was intended 
to better prepare future health and social service professionals to 
deal with the realities of working in minority settings (LeBlanc, 2008). 
In the report, the author raises the point that a large number of 
Francophone professionals will be asked not only to work in an 
environment where access to French-language services is limited, 
but one in which the workload of bilingual staff members is 
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sometimes so demanding that there is a real risk of assimilating 
Francophone professionals. He describes workplaces where the orga- 
nizational culture is not very favourable towards providing services 
in French: namely, medical records written in English, and the isola- 
tion of Francophone professionals surrounded by Anglophone team 
members. To counter these barriers and the spillover effect of a 
strongly Anglophone work environment on the linguistic behaviour 
of Francophone professionals, the author suggests that measures be 
taken to incorporate the concept and implications of working in 
Francophone minority communities into existing programs. Such 
measures would raise awareness and make future professionals more 
committed and better equipped to engage confidently in the work 
of offering quality services in the official language of the user’s 
choice. 

LeBlanc noted graduates felt poorly prepared, or even power- 
less, when they started to work in a minority context. This is why he 
felt it was time to improve their understanding of the issues and 
challenges of providing services in French by ensuring that their 
programs introduce them to some key ideas—for example, the link 
between language and quality of services, or the practice of actively 
offering social services and health services in French. 

In other words, the evaluation established the premise that 
improving French-language services would necessarily involve 
motivating and engaging future health and social service profession- 
als to become creative change makers. Guided by the belief actors 
have the capacity to influence the system, LeBlanc recommended 
that the CNFS pay particular attention to the issue of preparing and 
motivating students for action: 


We recommend that the CNFS analyze the problem of equipping 
students with the tools and resources they need to enable them 
to take up the challenge of actively offering health services in 
French in health facilities, and that it develop a teaching strategy 
designed to transmit an understanding of the issues and the 
aptitudes and abilities required to meet this challenge. (LeBlanc, 
2008, p. 41) 


According to LeBlanc, the arrival of a critical mass of better-equipped 
professionals in different health facilities should result in a tangible 
improvement in the provision of French-language services. Moreover, 
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since some of these professionals would eventually rise into manage- 
ment positions, they could contribute to adapting the system to better 
respond to the linguistic needs of its users. This idea is perfectly 
aligned with the orientation suggested in 2001 by the Consultative 
Committee for French-Speaking Minority Communities / Comité 
consultatif des communautés francophones en situation minoritaire 
(CCCFSM). Its members believed it was vital that the community 
foster and develop organizations managed by and for Francophones 
and that these organizations be given adequate human and financial 
resources. In other words, progress in the area of service provision 
would, they thought, necessarily include governance and the par- 
ticipation of Francophones in decision-making: 


. .. the more Francophones are involved in the care delivery 
process, including managing health care institutions, the more 
French is respected and reflected in service delivery. This par- 
ticipation is also crucial if the population is to take real respon- 
sibility for health. (CCCFSM, 2001, p. 16) 


This is the context in which GRIOSS researchers were asked to ana- 
lyze the challenges of better preparing future professionals for the 
CNES. The GRIOSS mandate was to compile more extensive informa- 
tion on this issue, and to develop a process to raise awareness and 
encourage the active engagement of stakeholders (researchers, profes- 
sors, program directors, managers, practitioners, and students) in 
the design of resources and tools that could be integrated into pro- 
grams preparing future professionals to actively offer social services 
and health care in French. In conjunction with the GRIOSS, the 
national secretariat of the CNFS also agreed to begin a dialogue with 
the actors involved with the aim of identifying content that should 
be included in post-secondary programs for professionals, as well as 
the tools and methods necessary to deliver this content. At the same 
time, it was a way of meeting the need for greater awareness and 
stronger motivation to act for change among the actors involved and 
to develop strategies to do so across Canada. 


Methodological Considerations 


Researchers used three methods of data collection to obtain a current 
picture of the situation. Nearly 40 interviews were conducted with 
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experts and people familiar with issues related to education and 
training and the quality of French-language health services in minor- 
ity settings (professors, researchers, managers, health professionals, 
CNFS coordinators). The participants interviewed included 15 men 
and 24 women; 3 were from Alberta, 3 from Manitoba, 4 from Nova 
Scotia, 10 from New Brunswick, and 19 from Ontario. 

Drawing from the strategic analysis approach, the interview 
protocol was designed to elicit comments about the problems and 
challenges confronting Francophone minority communities in terms 
of the quality of services, on one hand, and on the other, the chal- 
lenges that professionals must tackle if they wish to promote equal 
access to quality services in French. 

Simultaneously, researchers conducted a survey of students and 
new health professionals to document their perception of the chal- 
lenges to be met in the field of health care in minority settings and 
to assess their level of motivation to act. To participate, respondents 
had to be enrolled in one of the health programs supported by the 
CNFS and to have completed a minimum of 66% of the credits in 
their program, or to be new graduates from programs supported by 
the CNFS and be working in the health sector for at least three years 
The questionnaire included 48 statements on the following themes: 
perception of the link between language and health services; con- 
cerns about the work environment; avenues to explore to improve 
French-language services; and knowledge base to build and skills to 
develop in professional programs, so that health professionals will 
be better prepared to work effectively in a minority context. 

The survey was delivered electronically.° Of the 898 potential 
participants, a total of 143 respondents followed up, including 127 
(109 students and 18 new professionals) who completed the entire 
questionnaire, giving us a response rate of 16%. The profile of the 
respondents was as follows: 86% were students (70% in universities, 
30% in colleges), 79% spoke French at home, 85% were women, and 
all age groups were represented, with a majority between 19 and 26 
years of age. 

The questionnaire was designed for students and professionals 
in all Canadian provinces and territories except Quebec. To identify 
the source of the responses, a question about the respondent’s prov- 
ince of residence was included. Several people opted to answer that 
question by giving the province of their permanent residence; as a 
result, in the case of students listing the parental residence, the latter 
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sometimes differed from the place where they studied. This resulted 
in a proportion of 10% of people who identified themselves as resi- 
dents of Quebec. Given the small number of respondents from each 
province (with the exception of New Brunswick and Ontario), it 
became difficult to make comparisons according to province of resi- 
dence. The researchers therefore agreed to combine the answers to 
certain questions from Alberta, British Columbia, Manitoba, and 
Nova Scotia, where Francophone minority communities are smaller. 
However, readers should not assume that the situations in these 
provinces are the same. We should also specify that the total number 
of respondents in these four provinces represents only 11% of the 
sample, so it is important to be cautious about the findings and to 
avoid any attempt to generalize. 

The third method of data collection consisted of a national 
dialogue/ organized as part of a series of regional gatherings, which 
brought together a total of approximately 100 actors. The participants 
comprised students, new professionals, people familiar with the 
subject, researchers, coordinators, managers and representatives from 
educational programs and from organizations such as the SSF and 
the CNFS, and citizens. There were equal numbers from three regions 
of the country: from the East (these participants met in Moncton), 
the Centre (in Ottawa), and the West (in Winnipeg). The objectives 
of these discussions were to identify the educational content about 
active offer that should be included in training programs for profes- 
sionals, and to determine the best way of delivering this content. 

It was hoped that dialogue would make it possible to determine 
strategies for concrete action, thus enabling key actors in the system 
to work with new generations of professionals in a way that would 
foster their commitment to cooperative leadership for the benefit of 
safe and quality health and wellness services in French. The exercise 
was based on a model of mutual learning and the sustained commit- 
ment of actors in a strategy of cooperative action, for the purpose of 
influencing the system and of improving the policies, programs, and 
services for FMCs. 


Issues Related to Access to French-Language Health Services: 
Perspective and Dynamics of Actors 


The actors we interviewed emphasize the fact that quality French- 
language services should be delivered within a wait time comparable 
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to services offered in the language of the majority, and should include 
direct access to communication in one’s own language, both oral and 
written, when receiving these services. When asked about health 
services in French, study participants indicated that communicating 
in the user’s language is an essential condition if services are to be 
considered safe and of quality. Several studies have shown that users 
who face language barriers are exposed to a higher risk of errors, 
complications, and adverse incidents (including a lack of understand- 
ing of the diagnosis or treatment; delay or lack of follow-up in the 
treatment protocol; increase in hospitalizations; unnecessary or 
inappropriate diagnostic tests). (Bowen, 2000, 2001, 2015; CCCFSM, 
2007; Munoz & Kapoor-Kohli, 2007). 

Moreover, our interviews allowed us to learn about concrete 
situations that clearly illustrated the impact of language on the qual- 
ity and safety of care. For example, the people we consulted spoke 
about the risk of diagnostic errors when a Francophone patient is 
considered to be “confused” by a unilingual Anglophone physician 
unable to understand what the patient is saying in French or in bro- 
ken English. The same participants also pointed out gaps in treat- 
ment, sharing several examples of people who could not fully 
understand the instructions given by a health professional about 
prescribed treatment, and dealing with health complications that 
affected their recovery and may even have put their life in danger. 

Thus, beyond the question of users’ rights, the comments made 
by the professionals and researchers with whom we spoke clearly 
indicated that a lack of access to health services in the language of 
the user’s choice raises fundamental safety issues. Linguistic and 
cultural barriers are seen to make a significant impact on the quality 
of communication between the health professional and the user, and 
thus on the effectiveness of care: “When cultural and linguistic bar- 
riers in the clinical encounter negatively affect communication and 
trust, this leads to patient dissatisfaction, poor adherence . . . and 
poorer health outcomes” (Betancourt, Green, Carrillo, & Ananeh- 
Firempong, 2003, p. 297). Another essential element that arose from 
the interviews was the need to take specific measures to offer ser- 
vices in the language chosen by the user in order to ensure adequate 
access to quality services and safe care. The safety of users is closely 
linked to the quality of the services they receive (Smith, Mossialos, 
& Papanicolas, 2008). As Bowen points out, “that official language 
proficiency is in itself a determinant of health, and may interact with 
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ethnicity and socio-economic status. Future research should incorpo- 
rate these broader dimensions” (2001, n.p.). 

The data we collected also reveal a vicious circle: limited access 
to French-language services generally causes lengthy delays before 
a service is received. Because they are aware of these additional 
delays, users opt to be served in English. The comments of one of the 
study participants clearly illustrate the rational basis for this decision: 
[original: French] “Is someone going to wait for a service in French 
if it takes more time? Usually, we prefer to be looked after as soon as 
possible, especially if waiting might have consequences for our 
health.” 

Several of the people we met provided different examples of 
situations in which the user does not risk asking for service in 
French, out of a fear of being considered a troublemaker or being 
treated poorly by professionals. It is important to remember that 
users often feel vulnerable, stressed, and dependent on professionals, 
particularly when they are hospitalized. Sometimes they are intimi- 
dated by the status of medical professionals, and do not always have 
the confidence to ask questions, let alone insist on having explana- 
tions given in their own language. 

All the same, we did notice different and even contradictory 
positions among managers regarding the matter of asking for ser- 
vices in French. Some are resistant to change and, claiming there is 
a low demand for them, question the need to arrange for French- 
language services. Others are more inclined to redefine the rules of 
the game; they believe being aware of the vicious circle should make 
everyone more eager to act in order to solve the problem. For those 
more receptive to change, the assumption seems to be that if supply 
improves, the demand will increase and the needs of Francophone 
minority communities in general will be better met. 

Discussions also allowed us to expose the different realities of 
Francophone communities between one province—or even one region 
of a province—and others. In some regions where there is a high 
concentration of Francophones, people live their everyday life in 
French. In other regions the Francophone population is spread out 
and lacks the critical mass needed to guarantee access to quality 
health and wellness services in French. The Francophone community 
in New Brunswick is generally viewed as privileged because it rep- 
resents one-third of the total population of the province, and also 
enjoys legal protections. 
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The situation from the point of view of bilingual professionals. 
Throughout the entire study, bilingual professionals mentioned that 
their employers and unilingual colleagues call on them daily for help 
to meet the needs of Francophone users. This means their language 
skills result in added work; sometimes these duties are not even 
related to their profession: [original: French] “Since other profession- 
als can’t communicate with Francophone patients, I’m asked to play 
several roles at the same time: interpreter, nurse, and social worker.” 
It seems that the workload of these makeshift interpreters is signifi- 
cantly heavier than others. Not only do bilingual professionals face 
the possibility of an overload of work, they may also have to take on 
responsibility outside of their area of competence. 

Since these additional duties are generally not valued by the 
employer, some Francophone professionals stated that they avoid 
announcing or displaying too openly the fact that they are “bilin- 
gual.” Consequently, people who do this are less inclined to make 
an active offer of French-language services. Some professionals at 
the dialogue mentioned they hesitated for a long time before “coming 
out of the closet,” for fear of having to deal with a heavier workload. 
Other comments made by professionals also reveal some ambiguity 
in the behaviour of employers towards their Francophone or bilingual 
employees. Even though they had recruited the staff members 
because of their language skills, managers seem to restrict their use 
of French on the job. As well as requiring them to write medical 
records in English, managers often supply information in English 
only and ask staff to speak in English with their co-workers, even 
when it is two Francophones who are talking. 


[original: French] My boss is an Anglophone and she doesn't 
want me to speak French to Francophone patients, because she 
doesn’t understand French. So I have two options: either I can 
be assimilated into the Anglophone group, or I can quit and find 
a Francophone facility. Either way, I’m not helping Francophones 
who come to my facility. (A nurse) 


It is as though some employers want to show off the bilingual nature 
of the facility, without compromising the predominance of English. 
It can be difficult for a bilingual professional, in these conditions, to 
maintain both a high level of proficiency in French and a level of 
commitment towards the Francophone cause. 
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Similarly, it seemed that unions sometimes slow the progress 
towards an active offer of French-language services. For example, we 
were told of a case in which the union brought a complaint forward, 
due to the hiring of what was considered an excessive number of 
bilingual staff. According to the union, too many French-speaking 
professionals could put the health of patients in danger. The real 
problem here seems to be the desire to limit the number of bilingual 
positions which, by definition, are closed to unilingual Anglophones 
from the majority community. 


[original: French] Imagine a young Francophone professional 
who is confronted with this reality. It’s difficult for him to assert 
himself and work in French. He is told from the start: “You were 
hired because you're bilingual, but you have to speak English 
to your co-workers, patients, etc.” When your union says this 
kind of thing, you can imagine what that does for a health pro- 
fessional’s motivation to use French. (A manager) 


The perspective of professionals starting their career. When we 
spoke about workplace issues to Francophone professionals who are 
at the beginning of their career, their responses made it clear that 
their commitment to providing services in the language of the minor- 
ity represents a significant challenge. In the survey, for example, they 
were invited to indicate their level of concern about five issues: 
workload, career advancement, difficulty of working in French, 
relationships with service users, and the atmosphere in the 
workplace. 


Figure 1. Concerns about the Work Environment 


Workload 
Career advancement 
Difficulty working in French 


Relationship with patients 


Wokplace atmosphere 


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 


™Seriousconcem ™Concem ™ Not much ofconcern ™ Not of anyconcern = NA/NR 
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When the results were compiled, workload came first on the 
list, with 85.5% of respondents expressing concern about this issue. 
This is definitely a matter for concern, considering the link we estab- 
lished earlier between workload and commitment, on one hand, and 
the active offer of services in French, on the other. It is even more of 
a worry if active offer is not valued in the workplace. 

Ranked next among their concerns, 79% of respondents noted 
the atmosphere in the workplace with co-workers. Once again, this 
situation could detract from a professional’s commitment to active 
offer. As mentioned earlier, there is a tendency in a workplace with 
an Anglophone majority to discourage conversations in the language 
of the minority, whether the discouragement comes from managers 
or unions. When this happens, it does not take much pressure from 
peers or people in authority to make a new professional, eager to 
maintain a pleasant environment at work, decide to assimilate into 
the majority and, in so doing, neglect the role of promoting an active 
offer of services. 

It is interesting to note that the concern ranked lowest by pro- 
fessionals was the difficulty of working in French; more than 52% of 
respondents said they were “not concerned” or “had little concern” 
about this issue. Given this result, there is no doubt about the crucial 
importance of the plan to better prepare students and new profes- 
sionals by making them more aware of the issues in actively offering 
services in French. 

While this profile of the situation might make us rather pessi- 
mistic, our study also revealed some promising avenues to explore. 
For example, the national dialogue allowed us to better understand 
the extent to which young people headed towards a career in health 
or social services are doing so because they want to “make a differ- 
ence” and have a “meaningful career.” Several young professionals 
stated that they seek out opportunities to get involved and would 
like to contribute, as Francophones, to their community. 

We should also point out that a large number of young profes- 
sionals state that they are in favour of bilingualism, and that they 
feel it is important for users to be able to access services in the lan- 
guage of their choice in order to be properly understood. More than 
79% of respondents agreed it was either “important” or “very impor- 
tant” to receive French-language health services. 
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Figure 2. Importance of Offering French-Language Services 


4% 1% 


M Very important 
E important 
m Not very important 


m Not at all important 


E NA/NR 


Regarding the working language, over 73% stated they would 
prefer to use French at work. However, this varies greatly depending 
on the place of residence. Respondents from New Brunswick are (sec- 
ond only to those from Quebec) the most likely to prefer French as 
their working language (84%), while residents of Ontario were more 
likely to state they have no preference (32%). Those in the other four 
provinces are more likely to express a preference for English (22%). 

In spite of these numbers, respondents were very positive when 
asked how much importance they place on being able to offer French- 
language health services in a minority setting: more than 95% replied 
that it was either “important” or “very important.” 


Figure 3. Importance of Obtaining French-Language Services 
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E Very important 
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Moreover, young professionals starting careers want their 
organizations to make a statement in favour of diversity. Not only 
did they specify that the issue of equity was of great importance to 
them, they expressed their desire for the user to be at the centre of 
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professionals’ concerns. In other words, they want to work in an 
inclusive, client-centred environment where professionals are wel- 
coming both to service users from official language minority com- 
munities and to those from other linguistic communities. 


Project to Promote the Active Offer, Competency Profile, 
and Means for Action 


According to the model of strategic analysis, information and exper- 
tise play an important role among the sources of recognized power 
(Crozier & Friedberg, 1977, p.71). We cannot help but recognize the 
almost complete absence in post-secondary programs of any content 
that could help future professionals take action for change, and spe- 
cifically to contribute to creating a system in which services are more 
linguistically and culturally appropriate (in other words, sensitive 
and responsive to the challenges of the minority language commu- 
nity). Yet the future professionals we met during the study clearly 
wanted the issue of French-language health and wellness services to 
be examined more closely. They also wanted the curriculum and 
resources to be designed to make them more aware and better 
informed about the issues and challenges facing Francophone com- 
munities in a minority setting, and desired a greater emphasis to be 
placed on the cultural dimension of health during their studies. 

Furthermore, a consensus rapidly emerged among the dialogue 
participants about the need to develop learning activities to help 
students gain a better understanding of the link between language 
and quality of care. They believed this would help professionals 
become more motivated to actively offering services in French. Thus, 
improving access to French-language services would rely on confi- 
dent and engaged professionals, on one hand, and the access of 
educators to teaching and training tools on active offer on the other. 
Throughout their studies, for instance, future health professionals 
could discuss potential situations that could arise in a minority 
Francophone workplace so they would better understand the impact 
that speaking in French has on the quality and safety of care. 

Finally, participants wished to have more opportunities for 
placements and internships in Francophone settings to acquire rel- 
evant experience as well as to strengthen their connections with 
people in the Francophone community. 
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Towards a competency profile. As part of this national conversation— 
intended to determine strategies for concrete action—participants 
acknowledged the necessity to develop a competency profile for health 
professionals working in minority contexts. Specifically, future profes- 
sionals should have knowledge about the following themes: language 
as a determinant of health; conditions in which members of official 
language minority communities live; and characteristics of working in 
minority contexts. Professionals with this profile would be more 
inclined to adopt behaviours that promote the active offer of French- 
language services and be better prepared to take up the challenges they 
encounter while working in these settings. 


Table 1. Competency Profile for Social Service and Health 
Professionals Working in Minority Contexts according 
to Dialogue Participants: “Knowledge” 


Moncton Ottawa Winnipeg 

- Language as a health - Language as a health - Language as a health 
determinant determinant determinant 

- Characteristics of - Realities and conditions in - Characteristics of work and 
working in a minority which members of official profile of competency ina 
context language minorities live minority context 

- Conditions in which - Practical examples of - Demographic information 
members of official active offer 
language minority - Conditions in which 
communities live - Rights of minority members of official 

language speakers language minority 


communities live 
- Identity construction 


- Identity construction 
- Practical examples 


- Revitalizing language 
rights 


Dialogue participants said the content included in the training of 
future professionals should promote the construction of meaning 
and pride in a Francophone identity, and commitment to the 
Francophone collectivity and bilingualism in particular. Comments 
from one of the participants are of particular interest: he said his 
experience in the dialogic exercise, in which different actors shared 
their perspectives, had enabled him to [original: French] “bathe in 
Francophone pride.” Along the same lines, several participants in 
the dialogue verbalized their need for affirmation; this is clear in an 
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example from one participant: [original: French] “We are often faced 
with the phenomenon of the ‘Francophone in the closet.’ People know 
they’re in there, but they don’t connect with them!” To summarize, 
participants feel action needs to be taken to develop a sense of pride 
and to encourage Francophones to “come out of the closet.” This 
feeling of pride would, according to participants, allow health and 
social service professionals to show leadership in promoting access 
to safe, quality services in French: [original: French] “Leadership 
means being the voice of the family and the patient. It means accept- 
ing the idea of responding to questions that have nothing to do with 
our profession, and going beyond their common duties. We are the 
lifeline for our [Francophone] patients.” (A nurse) 


Table 2. Competency Profile for Social Service and Health 
Professionals Working in Minority Communities, according 
to Dialogue Participants: “Skills and Attitudes” 


self-affirmation 


- Linguistic 
competencies 


- Social and 
interpersonal 
relationship skills 


Linguistic and cultural 
competencies 


Social skills 


Importance of French 


Moncton Ottawa Winnipeg 
-  Pridein Francophone Development of pride - Commitment to 
identity attitudes (construction Francophone community / 
of meaning: logical / bilingualism 
ideological) 
Openness to diversity 
- Leadership Leadership Leadership 
- _Self-knowledge and Networking Networking 


Self-knowledge and self- 
affirmation 


Linguistic and cultural 
competencies 


Social and interpersonal 
relationship skills 


Autonomy 


Competencies linked to 
working in a minority 
context 


Importance of going beyond 
the profile of competencies 
(global strategy for 
Francophones) 
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In this regard, there was discussion of applying theories of a 
pedagogy of conscientization (Landry & Roussel, 2003), which is 
designed to motivate students to take action as well as to contribute 
to the identity construction and development of future health 
professionals; that is 


. a pedagogy of conscientization and involvement, which 
develops the students’ critical thinking and reflexive analysis, 
so that they become conscious of their Francophone minority 
reality and of the power relationships at work in society, and so 
that they become capable of imagining ways to take charge of 
their own destiny. . . . This pedagogy of conscientization and 
involvement cultivates their consciousness of sources of inequity 
and injustice, and is aimed at helping them develop a critical 
social consciousness and to take charge of transforming histori- 
cal, social, political, and economic conditions. (p. 128-129) 


Challenges integrating this content. During the dialogue, partici- 
pants also identified best practices for transferring knowledge and 
helping students acquire competencies. A priority-setting exercise 
narrowed the criteria for evaluating the approach down to two: the 
potential of the delivery method and its feasibility. Five modes of 
delivery met the criteria: case studies, placements and internships, 
lectures and conferences, networking activities, and the use of tech- 
nology (websites, social media, etc.). The use of case studies was 
recognized by participants from all three regions as an effective 
learning method; they felt it was dynamic and well suited to the 
content needed for future professionals to be well prepared for their 
work. In their opinion, case studies would also enable students in 
professional programs to understand the importance of placing the 
user at the centre of their practice, and to make them aware of the 
impact of language on the quality of health services and patient safety. 

One of the most significant projects to emerge from dialogue 
was the design of a “toolbox” for people interested in learning more 
about the subject. It would include patient testimonies, exercises, and 
resources adapted to different audiences (academic, workplace, etc.). 
In the spirit of the strategic analysis, this toolbox is intended to raise 
awareness on the reality of the workplace by bringing into the 
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classroom the perspectives of different actors: users, professionals, 
managers, researchers, leaders in Francophone organizations, etc. 
The contents of the toolbox would be geared to action and designed 
to move learners from theory to practice, in particular through their 
study of different avenues for action. Its purpose was to lead learners 
to reflection and analysis by inviting them to take ownership of the 
issues and to examine various themes related to the subject more 
deeply. 

In response to this recommendation, members of the GRIOSS 
team were charged with creating the toolbox. They started by gather- 
ing existing information on the subject in the literature and then 
adding to the contents by creating various types of pedagogical 
resources. In November 2013, the www.offreactive.com website was 
launched; it is available to educators and members of the public. 

Since its launch, the toolbox has attracted growing interest from 
the full range of actors who have taken advantage of its high-quality, 
ready-to-use materials, available in both English and French. As well 
as video capsules based on real experiences, the toolbox presents 
reading notes on key themes identified by the national dialogue 
participants, such as language and health, issues and challenges of 
active offer, characteristics of working in minority settings, etc. As 
well, users have access to case studies that can help stimulate discus- 
sion and explore the subject in more depth through descriptions of 
real or fictitious examples. The tool box also includes an observation 
sheet that can be used for internships, a tool to help future profes- 
sionals become more critically conscious and better prepared for the 
experiences they will have in the field, and to imagine solutions that 
will improve access to French-language health services. Finally, the 
toolbox offers a guide for educators, with suggestions on teaching 
active offer using its contents. 

The team that designed the toolbox hopes that it will make a 
growing number of professors and educators more aware of active 
offer, and make it easier for them to include content on active offer 
in their classes. This way, future professionals will be able to acquire 
new knowledge and develop new competencies that will serve them 
well when they enter the workforce and also be of great benefit to 
the OLMCs with which they work. At the same time, these competen- 
cies become an added value for these programs of study. 

It is interesting to note that the toolbox is now recognized by 
the Commissioner of Official Languages as an exemplary resource 
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that could potentially inspire federal institutions to improve their 
practice of active offer.’ More precisely, the Commissioner encourages 
federal institutions to “take measures that take into account the 
human aspects of front-line service,” from the point of view of 
employees as well as citizens. 


Conclusion 


Developing an action research project inspired by the ideas emerging 
from our strategic analysis gave us an opportunity to focus on the 
needs of the actors involved: a data collection to better grasp the 
actors’ perspective and dynamics; a dialogue among actors; and the 
production of videos to present testimonials from users and different 
actors’ perspectives. Initiatives such as dialogue and testimonials 
have yielded a variety of benefits contributing to the engagement 
and preparation of future health professionals. In January 2012, the 
CNES published a reference framework for education and training 
on the active offer of French-language services. It presents the profile 
of competencies that emerged from the dialogue, continues with a 
series of learning components that begins with awareness and the 
development of a critical consciousness among future professionals, 
and finishes with the exercise of an ethical and engaged leadership 
(Lortie, Lalonde, & Bouchard, 2012).1° 

We would be remiss if we did not mention the new initiatives 
taken in recent years that are also part of the strategy to engage actors 
so they can influence change in the health system and improve the 
active offer of health services in both official languages. Here are 
some examples: 


e Mobilization of professors who show leadership in teaching 
about active offer. 

e Integration of content of learning on the active offer in health 
care programs (universities and colleges). 

e Training of trainers (professors and teachers) in CNFS mem- 
ber institutions. 

e Development of a national certification program on active 
offer. 

e Design and production of tools to assess behaviours related 
to active offer. 
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Beyond describing some of the activities undertaken since 2008 
by the CNFS in the area of active offer, we have also highlighted, in 
this chapter, the strategic orientation adopted by its members. 
Relying on the information and expertise available, the CNFS wants 
to make it possible for professionals to act for change and to improve 
the active offer of French-language services in the health system. 
Developing new studies enabling us to measure the impact of this 
type of strategy on the quality of health care offered to minority 
communities is vital. However, we have to wait until more ways have 
been found to apply this strategy to concrete action; tools to do so 
must be produced, applied to different situations, and refined. At 
this stage, there are numerous challenges in the implementation and 
evaluation of these actions. Here is one example: Despite all the 
efforts made to provide the health and social service sector with 
Francophone professionals who are prepared and equipped to ensure 
an active offer of services, the way services are organized still needs 
to be adapted in a way that optimizes the use of these resources. 
Perhaps we even have to ask ourselves if it is realistic to envisage 
transforming the system without first engaging the support of actors 
from the Anglophone majority communities. Since health and social 
service facilities are predominantly managed by actors speaking the 
language of the Anglophone majority, raising their awareness of the 
realities of the minority is necessary and must be taken into consid- 
eration when any strategy is being developed. Hence, new alliances 
have to be developed in order to support efforts to promote a linguisti- 
cally and culturally appropriate health system. Because of this, should 
we not be just as concerned with finding ways to make actors from 
the majority aware, critically conscious, and well prepared? Is it not 
essential to engage them, as well, in our efforts to transform the system 
and to change the rules of the game so as to protect the safety of their 
patients from official language minority communities? 

Despite concrete progress made towards access to French- 
language health care and social services, many roadblocks remain. 
Actors from the minority must, therefore, persevere in their efforts 
to deepen their understanding of the issues, in particular by collec- 
tively identifying the relevant zones of uncertainty that need to be 
monitored as well as the best strategies to adopt. These are promising 
opportunities for research and action. 
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Notes 


$, 


The authors acknowledge the financial contribution of Health Canada 
to research on the commitment of future professionals, carried out in 
close cooperation with the national secretariat of the Consortium national 
de formation en santé (CNFS). 

This cooperative project has already resulted in the submission of two 
research reports (Bouchard & Vézina, 2009; 2010) to the national secre- 
tariat of the CNFS; the major findings are shared here. 

The quality of care is defined as “the degree to which health services 
for individuals and populations increase the likelihood of desired health 
outcomes and are consistent with current professional knowledge.” As 
for safety, it is “the reduction of risk of unnecessary harm associated 
with healthcare to an acceptable minimum. An acceptable minimum 
refers to the collective notions of given current knowledge, resources 
available, and the context in which care was delivered weighed against 
the risk of non-treatment or other treatment.” (Canadian Patient Safety 
Institute, n.d., n.p.) 

Action research, or participatory action research (PAR) is a method 
intended to explore the perspectives of actors in different spheres of 
public life, with the understanding that these diverse realities are rich 
with meaning and the potential for action. Thus, action research inte- 
grates the knowledge and experience of different actor-participants, 
enabling them to better deal with complex issues and challenges. We 
invite readers interested in the subject to look at the studies in the fol- 
lowing volume: Chevalier, J. M., Buckles, D. J., and Bourassa, M. (2013). 
Guide de la recherche-action, la planification et l'évaluation participatives. 
SAS2 Dialogue, Ottawa, Canada. 

The questionnaire and the procedures used for data collection, analysis, 
and storage were approved by the committee responsible for evaluating 
the ethics of research on human beings in the faculty of graduate studies 
and research of the Université de Moncton, as well as the ethics com- 
mittees of the universities involved in our study: Université Sainte- 
Anne, Collège universitaire de Saint-Boniface, Laurentian University, 
and University of Ottawa. 

For reasons of confidentiality, data bases including the electronic 
addresses of students and new professionals were prepared by CNFS 
coordinators, in some cases, in cooperation with the registrar’s offices 
of the institution. One of the effects of this procedure was to limit the 
control of the research team over the requests and, at times, to make it 
impossible to send reminders to people who had not yet responded. 

A dialogic approach tries to integrate the knowledge of various actors 
(experts, citizens, professionals) in order to identity the priorities and 
to make decisions based on reason. “Dialogic democracy” is intended 
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10. 


to have logic emerge organically from dialogue and to reduce the “sub- 
jective” factors in decision-making. See: Callon, M., Lascoumes, P., and 
Barthe, Y. (2001). Agir dans un monde incertain. Essai sur la démocratie 
technique. Paris: Le Seuil ; Lombard, E. (February 7, 2009). Démocratie 
dialogique: la logique du dialogue. Observatoire des débats publics. http:// 
www.debatpublic.net/2009/02/07/democratie-dialogique-la- 
logique-du-dialogue/; Yankelovich, D. (2001). The Magic of Dialogue: 
Transforming Conflict into Cooperation. New York: Simon & Shuster; 
Stoyko, P., Henning, G.K., and McCaughey, D. (2006). Creativity at Work: 
A Leadership Guide: Success belongs to me! CSPS Action-Research Roundtable 
on Creativity. Canada School of Public Service. 

Active offer refers to the notion of service equal in quality to that of the 
majority, which means, for example, that the wait time should be rea- 
sonable and similar to that of the majority, the use of bilingual forms, 
the availability of services in areas where official language minority 
communities (OLMCs) are located, the promotion of French language 
or bilingual organizations in the local media, etc. As specified in a 
document prepared for Service Canada, users are simply seeking ser- 
vices that those who speak the majority language receive. They want 
to have care in their own language, without delay, and adapted to their 
needs (Bouchard, Vézina, et al., 2009, p. 62). 

Office of the Commissioner of Official Languages (2016). Annual Report 
2015-2016. Ottawa: Minister of Public Works and Government Services 
Canada. 

Ethical and engaged leadership is associated with the knowledge to act 
and knowledge to live together. New professionals are called on to 
develop and practise leadership based on justice, compassion, and 
critical awareness. They become change agents and catalysts for innova- 
tion in their workplaces and their communities. Such leaders are com- 
mitted and inspire other people in their organization to come together 
around a common vision, and thus contribute to an emerging culture 
of active offer (Lortie, Lalonde, & Bouchard, 2012, p. 12). 
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Abstract 


his analysis of the legal framework of the active offer of French- 

language health care in Canada will examine its constitutional 
and legislative elements. The first part will explore the constitutional 
dimension, looking at aspects related to the Canadian Constitution 
and the Canadian Charter of Rights and Freedoms enshrined therein. In 
the second part, we will consider language laws at the federal level 
and in the provinces and territories. The study will show the asym- 
metrical nature of the legal model and the challenges it engenders. 


Key Words: legal framework, law, health care, Canadian Charter of 
Rights and Freedoms, Canadian Constitution. 


Introduction: Law, Language, and Health Care 


In a study of the active offer of health care in the user’s official lan- 
guage, a legal analysis allows us to establish the framework within 
which health care services themselves are provided. The law can 
create obligations for the state to fulfill, but it can also confer powers 
on service providers and define the limits of the exercise of these 
powers. A legal obligation to actively offer users health care in their 
official language is generally linked to the right to receive services 
in this language, enshrined in legislation. This chapter examines the 
legal framework within which institutions can provide an active offer 
of health services in the language of the minority. 
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Contrary to international law, Canadian law does not explicitly 
recognize the “right to health” in official documents. The state is not 
legally obligated to give universal and free access to health care. 
Instead, for the state, it is a political choice expressed legally in laws 
and regulations that create or recognize health institutions, give them 
powers, provide the means to finance them, structure their actions, 
and establish their limits. Laws also establish language rights. The 
law can impose requirements to provide services in the minority 
language, and can also add the obligation to actively offer these 
services, so people in vulnerable situations who need care do not 
have to engage in a language battle to receive them. 

This chapter presents the general constitutional framework in 
which the active offer of health care services is positioned, then 
reviews the laws that do or do not create obligations in this area. 
Because the linguistic, legal, and constitutional situation of Quebec 
is very different from that of the other provinces, we have chosen to 
not include it here. 


Constitutional Framework of the Active Offer of Health Care 
in the Language of the Minority 


Two aspects of the Canadian Constitution underpin the right to health 
care services in the official language of the minority community: 
federalism and fundamental language rights. 


Federalism and Health 

Canada is a federal state. However, health is one of the areas under 
the jurisdiction of both federal and provincial laws? and federal 
authority is secondary; provinces have the primary responsibility 
for regulating health care. Moreover, language is also an area of 
shared authority? Every jurisdiction can thus adopt different lan- 
guage laws. This aspect of federalism will be addressed in the second 
part of the chapter. First, we will examine the scope of federal laws 
in this area. 


Federal Funding 

The most obvious way the central Government intervenes in health 
care is through the funds it spends under the Equalization program 
and the Canadian Health Transfer program. The Equalization pro- 
gram, the principle of which is protected under Section 36 of the 
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Constitution Act, 1982,4 is based on the redistribution of the wealth 
generated by revenue from federal income taxes. The funds given to 
the provinces under this program are unconditional; provinces are 
free to spend the money on whatever programs and services they 
want, including health care. 

The Government of Canada also makes abundant use of what 
is often called its “spending power” to increase access to health care 
services in French. This is a discretionary power of the federal gov- 
ernment; it is not explicitly recognized in the Constitution but its 
legitimacy has been confirmed by the Supreme Court of Canada. It 
allows the Canadian government to spend money in sectors the 
Constitution has already conferred to the legislative bodies of the 
provinces. The federal spending power for health is best illustrated 
by two major interventions: the Canada Health Transfer, and official 
language programs. 

The Canada Health Act associates federal payments with five 
principles: public administration; comprehensiveness; universality, 
portability; accessibility.f Each of these conditions must be related to 
a financial matter; otherwise, it runs the risk of being considered by 
the Supreme Court as a means of regulating the sector, which the 
Constitution does not allow, rather than a condition for granting 
funds, which is permitted under the Constitution. The Commission 
on the Future of Health Care in Canada, in its final report, recom- 
mended that “governments, regional health authorities, health care 
providers, hospitals and community organizations should work 
together to identify and respond to the needs of official language 
minority communities.” However, the Commission refused to recom- 
mend that access to health care in both official languages be made 
the sixth principle of the federal Act7 

The second component of federal funding is special official 
language funding programs; the Government’s intervention is indi- 
rectly linked to Section 41 of Canada’s Official Languages Act.’ The 
Government's approach, geared to cooperation and coordination in 
federal/provincial/community initiatives, certainly respects shared 
jurisdiction, but does not provide any strong legal guarantees about 
the actual right to receive health care in one’s own official language. 

There are only a few legal measures to ensure provinces are 
accountable for the funds transferred to them to provide French- 
language health services, and little recourse for the Court to obligate 
provinces to respect their agreements, let alone sign them in the first 
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place. It is not even certain that federal/provincial agreements are 
legal contracts; rather, they are political agreements.? In short, subject 
to the rights entrenched in the Charter, the Constitution does not seem 
to offer many binding legal solutions to the problem of whether there 
is a federal obligation to offer health care in French in Canada. 


Direct Federal Jurisdiction 
Aside from its spending power, certain matters under the jurisdiction 
of the federal government have an impact on health and it is these 
making it possible to regulate health and safety in a general sense.'° 
Other areas under federal jurisdiction are secondary dimensions of 
access to health care. Because they are addressed to particular client 
groups who are under the responsibility of the Government of 
Canada—the military, veterans, detainees in federal penitentiaries, 
Aboriginals on and off reserves, marine hospitals, and young offend- 
ers in detention centres—health care may be offered through health 
facilities and medical centres established by the federal government 
of its own account. Services may also be provided to these “federal 
client groups” through agreements between the federal government 
and the provinces. 

Language rights provided for by the Charter may also play a 
role in the area of health services. 


Fundamental Language Rights and Language of Provision 
of Health Services 


Since the Lalonde decision by the Ontario Court of Appeal, we would 
be justified in believing that Canadian constitutional law now rec- 
ognizes the rights of linguistically homogenous health facilities." In 
fact, nothing is less certain. First, the Lalonde decision deals with a 
government’s decision to close an institution, not an obligation to 
create one. Next, Lalonde was based on Ontario’s language law, 
supplemented by principles of interpretation, and not on a general 
constitutional right to linguistically homogenous health institutions. 
Finally, the Court was careful to mention that nothing in the text of 
the Charter stipulates that citizens have the right to health care in 
their own language, and that this omission was intended. However, 
certain language rights which are guaranteed under the Charter may 
apply indirectly to health care. 
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Language rights in the Canadian Charter of Rights and Freedoms. 
Subsection 16(1) of the Charter states that English and French are 
the official languages of Canada and have equality of status and 
equal rights and privileges as to their use in all institutions of the 
Parliament and the Government of Canada. Subsection 20(1) of the 
Charter gives the public the right to receive services from and to com- 
municate with federal institutions in English or French, either when 
dealing with the head office or in other cases: when there is a signifi- 
cant demand for services or when, because of the nature of the office, 
it is reasonable to expect them. Federal institutions delivering health 
services must respect those language rights. English and French are 
also the official languages of New Brunswick according to Subsection 
16(2), and the public in New Brunswick has the right to receive ser- 
vices from the provincial government in English or French according 
to Subsection 20(2). Furthermore, Section 16.1 states that the English 
linguistic community and the French linguistic community in New 
Brunswick have equality of status and equal rights and privileges, 
including the right to distinct educational institutions and such 
distinct cultural institutions as are necessary for the preservation 
and promotion of those communities; this could include the institu- 
tions which provide health care, given the cultural dimension of 
health facilities. So far, no other province has recognized the consti- 
tutional right to government services in English and French. 

Subsection 16(3) of the Charter authorizes federal and provincial 
laws to advance the equality of status or use of English and French. 
This protects laws that might include, for example, distinctions related 
to language (such as requiring the ability to speak one or both lan- 
guages in public positions in the hospital, or guaranteeing the right to 
care in English or in French only, which is considered discriminatory 
when applied to other languages). Subsection 16(3) gives permission 
but does not impose an obligation, either to create institutions or to 
justify abolishing them.'? Moreover, the Charter does not eliminate the 
model of Canadian federalism: constitutional language rights corre- 
spond to the division of powers. This creates an asymmetrical model 
of rights, and asymmetry is a characteristic of modern federalism. 


Unwritten constitutional principles. Certain constitutional prin- 
ciples are not written explicitly, yet they represent foundations of the 
Constitution, the “vital unstated assumptions upon which the text is 
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based,” “major elements of the architecture of the Constitution itself”; 
these underlying principles are not invented by the Courts, but can 
rather be deduced or derived from the text. They can generate specific 
legal obligations on the state, but they cannot create new rights.14 
The protection of minorities, and in particular linguistic minorities, 
is one of the unwritten principles.” It can be used to interpret lan- 
guage guarantees explicitly written in legislation, and to protect 
linguistically homogenous health institutions designated under a 
law. However, in our opinion, it cannot be used to force the govern- 
ment to create new institutions. 

This, then, is the constitutional framework within which the 
federal Parliament and the provinces and territories adopt laws con- 
cerning health services and the language in which they are provided. 
The Charter creates linguistic obligations at the federal level and in 
New Brunswick; besides these obligations, federalism allows federal 
and provincial language laws to be adopted as ancillary to the pri- 
mary jurisdiction. Thus, as we will see, laws on the language of health 
services are generally made under the jurisdiction of the provinces, 
which can decide whether to establish rights in this matter. 


The Legislative Framework of the Active Offer of Health 
Services in the Language of the Minority 


Since language is ancillary to the primary jurisdiction, and since 
health involves both federal and provincial powers, both federal and 
provincial laws come into play. However, some jurisdictions, as we 
will see, are more active than are others in dealing with the matter 
of language of health care. 


The Official Languages Act and Health Care 


Two components of Canada’s Official Languages Act (OLA) are par- 
ticularly relevant in the context of this research: the obligation of 
federal institutions to offer services in English and French, and the 
obligation of the government to take measures to preserve and pro- 
mote official language minority communities. 


Services Offered by Federal Institutions 


Part IV of the OLA specifies federal constitutional obligations in the 
area of language. Section 22 in the OLA repeats almost word-for-word 
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the text found in Section 20 of the Charter. It applies to offices of 
federal institutions, which may include those federal institutions 
delivering health care services (military hospitals, for example). It 
gives rights to the “public,” which encompasses users of health care 
services. Finally, it sets out three different locations where services 
in the official language must be offered: in central or head offices, in 
areas where there is a significant demand for services, and where, 
because of the nature of the office, it is reasonable to expect services 
in both languages.'f 

Section 32 of the OLA delegates the responsibility for defining 
“significant demand” and “nature of the office” to the government, 
but provides for the definitions to be founded on certain criteria. The 
Regulation, which has been in effect since 1992," sets out an essen- 
tially statistical method to assess the demand, calculated on the basis 
of a certain percentage or an absolute number of residents whose 
mother tongue is the minority official language in one of the census 
subdivisions served by that office. 

Subsection 24(1) of the OLA deals specifically with health ser- 
vices. A federal institution must ensure services are offered in both 
official languages in cases, specified in the Regulation, which are 
matters of health and safety. Section 8 of the Regulation contains 
detailed provisions on this subject. Paragraph (a) imposes bilingual- 
ism on services received in a clinic located in an airport, a train sta- 
tion, or a ferry terminal. As for services given by a federal institution 
outside these places, the general rule about significant demand 
applies. Meanwhile, Section 9 of the Regulation extends the linguistic 
obligation to services offered in national parks throughout Canada, 
subject to certain conditions: since the nature of the services is not 
specified in the regulation, the provision of emergency health care 
may or may not be included. 

When a legal obligation to offer services in English and French 
exists, a federal institution must, according to Section 28 of the OLA, 
make an “active offer” of these services. This requires making it 
publicly known that services are available in the official language of 
the minority, by displaying signs, greeting people verbally in the 
language of their choice, or by introducing other relevant and appro- 
priate measures. The institution must also ensure services are offered 
as promptly in the minority language as in the official language of 
the majority, and are of the same quality. 
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In order to avoid a situation in which the federal government 
might indirectly evade its obligations by delegating a task to others, 
Section 25 of the OLA extends all federal linguistic obligations to 
anybody that acts “on its behalf.” As a result, if a federal institution 
that must provide health services to a specific clientele (active mili- 
tary personnel, eligible veterans, First Nations, Métis, Inuit, inmates 
of federal penitentiaries, or others) chooses instead to make an agree- 
ment with a provincial institution to do so, Section 25 comes into 
play; the provincial institution has the same linguistic obligation as 
the federal institution itself. If the provincial language provisions 
are more favourable to the minority language, they will apply instead 
of the federal provisions.”° And if a decision to delegate powers on 
a particular matter were to lead to a loss of language rights for its 
citizens, the federal institution would be in violation of the OLA and 
may be required to correct the situation.” 


Positive Measures 


The constitutional validity of federal spending powers was mentioned 
earlier: Section 41 of the OLA, which has been binding and actionable 
since 2005, entrenches this power in legislation. It specifies that the 
federal government is required to ensure that “positive measures” 
are undertaken to enhance the vitality of the English and French 
linguistic minority communities and assist their development, as well 
as to foster the full recognition of the equality of English and French, 
while respecting the jurisdiction and powers of the provinces. The 
Minister of Canadian Heritage can make agreements with the prov- 
inces to “encourage and assist provincial governments to support the 
development of English and French linguistic minority communities 
generally, and, in particular, to offer provincial and municipal ser- 
vices in both English and French,” which includes health services; 
such agreements may also “encourage and cooperate with the busi- 
ness community, labour organizations, voluntary organizations and 
other organizations or institutions to provide services in both English 
and French and to foster the recognition and use of those lan- 
guages.” ?? Together, these provisions provide the legal foundation 
of the health component of the Action Plan for Official Languages. 
The “positive measures” would probably include clauses on 
language in funding agreements the Government of Canada makes 
with provincial institutions or private entities requiring or urging 
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them to find the means to make their services available in the official 
language of the province’s minority. The legal source of the obligation 
originates, in this case, in the agreement with the federal govern- 
ment. This case should be distinguished from that of agreements 
whereby the provinces become agents of the federal government, 
and act “on their behalf” by providing health services to “federal 
clients”; in the latter case, the OLA applies directly to the federal 
institutions involved. 


Language Laws and Policies in the Provinces and Territories 
and Health Care 


The provinces are responsible for regulating health professions, for 
creating, maintaining, and managing hospitals, clinics, and other 
locations where health services are provided, and for regulating 
private organizations operating in the field of health care. Therefore, 
it is the provinces that have the primary responsibility for organizing 
health care and determining the way health services are delivered. 
Because language is an ancillary power in relation to a primary 
jurisdiction, the level with constitutional jurisdiction over health can 
also regulate the language in which health services are offered. Our 
study is limited to the legal framework of the language of health care, 
and we will set aside the regulation of health professions and labour 
rights relating to language. 


New Brunswick 

New Brunswick has the most extensive legal provisions for French- 
language health care. Sections 33 and 34 of New Brunswick’s Official 
Languages Act*4 specify the rights of members of the public in terms of 
health care. Section 33 stipulates that a health facility is subject to the 
general obligations, set out in Sections 27 and 28, to offer services and 
to communicate with members of the public in the official language of 
their choice. This means that each individual has the right to receive 
care in French or in English in every hospital, health centre, or other 
health facility belonging to one of the Regional Health Authorities in 
the province. Furthermore, because of the particular demography of 
the province, which comprises regions with a high Francophone major- 
ity, a high Anglophone majority, and bilingual regions, Subsection 33(2) 
stipulates that the Minister of Health, when establishing a provincial 
health plan, shall ensure that obligations to provide services in both 
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official languages that arise from Sections 27 and 28 are met, as well 
as that the “language of daily operations” of the health facility are 
considered. Section 28.1 states that institutions subject to the obligation 
to serve the public in the official language of one’s choice must make 
an “active offer” of these services, and take appropriate measures such 
as displaying signs or posters and communicating with the public in 
both languages. Section 34 indicates that, subject to the obligation to 
serve members of the public in the official language of their choice, 
Section 33 does not limit the use of one official language in “the daily 
operations” of a hospital or other facility. This concession to customs 
and language practices preserves the Francophone or Anglophone 
character of certain hospitals or medical centres, which must, nonethe- 
less, serve the public in both languages. Indirectly, it recognizes lin- 
guistically homogenous health institutions. 

The other piece of legislation affecting the language of health 
care in the province is the Regional Health Authorities Act. Following 
a major restructuring exercise, New Brunswick established two 
Regional Health Authorities (RHAs). “Horizon” Network covers the 
south, west, and centre of the province, regions with strong 
Anglophone majorities, as well as a few facilities in southeastern 
New Brunswick which are primarily Anglophone. “Vitalité” Network 
covers the northwest, the north, and the northeast, where there are 
strong Francophone majorities, and the facilities in southeastern New 
Brunswick which are primarily Francophone. Thus, a form of lin- 
guistic duality has been preserved by the legislature. Subsection 19(1) 
recognizes that Horizon Network operates in English and Vitalité 
Network operates in French. Subsection 20(8) states that the board 
of the RHA should conduct their affairs in the language of operation 
of the RHA. Paragraph 19(2)(@) specifies that, despite this, RHAs must 
“respect the language of daily operations of the facilities under its 
responsibility.” And Paragraph 19(2)(b) further specifies that the 
RHAs “provide health services to members of the public in the offi- 
cial language of their choice” throughout the network. Subsection 
19(3), to our knowledge unique in legislation, charges the two RHAs 
with the responsibility to “improve the delivery of health services in 
the French language.” Subsection 20(1) specifies the composition of 
the RHA boards (some of whose members are elected), and 
Subsection 20(1.1) instructs the Minister to “have regard to . . . the 
overriding interests of the official linguistic communities” when 
making appointments. Section 40 requires RHAs to provide 
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simultaneous interpretation for any public meetings they hold. The 
regulation stipulates that meeting minutes be made available to the 
public in both official languages; as an exception, the minutes of 
meetings that are closed to the public are not published.2f 

Services referred to as “shared services” (supplies, clinical 
engineering, information technology, laundry) are provided by a 
Crown Corporation called “Service New Brunswick.’”7 This agency 
provides Regional Health Authorities and hospitals with financial 
services, information technology, and supplies. It is subject to the 
Official Languages Act. 

Ambulance services have also been a source of irritation for some. 
The Ambulance Services Act? gives the Minister of Health the respon- 
sibility to issue permits and make agreements for the delivery of 
ambulance services. Ambulance New Brunswick is a private corpora- 
tion that offers front-line health services through a contract with the 
Department of Health; Ambulance New Brunswick acknowledges it is 
bound by the provisions of New Brunswick’s Official Languages Act.?9 

In summary, the active offer of French-language health services 
in New Brunswick is subject to legal provisions that establish a model 
of judicial duality in health facilities and institutions. The facilities 
providing services are subject to the condition that the public has 
the right to receive care in the official language of one’s choice any- 
where in the province and at all times. There are still some grey 
areas, however: the true status of nursing homes, for example, which 
are private facilities regulated by the provincial government, remains 
undefined. 


Ontario 

Ontario represents the other provincial jurisdiction with a language 
framework for health care more favourable than most other prov- 
inces, although there is still work to be done. In the French Language 
Services Act° Ontario opted for a system of designated services in 
designated regions, combined with the opportunity for facilities that 
are not government-based to apply to be self-designated if they offer 
services in a designated region. Section 5 of the Act states its principle 
that any member of public has the right receive services in French 
from any head or central office of “a government agency or institu- 
tion” as defined under Section 1 of the Act; that section extends 
the definition of a “government agency” to include “a non-profit 
corporation or similar entity [or even an individual service provider] 
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that provides a service to the public, is subsidized in whole or in part 
by public money, and is designated as a public service agency by the 
regulations.” Finally, Subsection 8(a) allows the Lieutenant-Governor 
in Council to designate any “public service agency” through a regu- 
lation. This mechanism can apply to hospitals, clinics, nursing homes 
and special care homes, children’s aid services, or any other organi- 
zation that meets the criteria and asks to be designated. Regulation 
398/93, as amended, includes a list of organizations designated 
according to these provisions, which are required to meet the obliga- 
tions set out in Section 5. The designated organizations include 
several hospitals, community health clinics, seniors’ centres operat- 
ing programs on behalf of the Ministry of Health, and children’s aid 
centres delivering services on behalf of the Ministry of Health. 

The designation mechanism thus makes it possible to offer 
health care services to Francophones in their own language, through 
a wide range of semi-public, private, or community agencies. Many 
of these organizations are operated “by and for” Franco-Ontarians. 
The right to receive health services in French is not automatic, as it 
is in New Brunswick; instead it depends on a designation. A designa- 
tion is made at the discretion of the Lieutenant-Governor in Council, 
but the Office of Francophone Affairs, which makes recommenda- 
tions to the Government of Ontario, uses the following criteria. A 
designated agency must: 


e offer French-language services on a permanent basis by 
employing people with requisite level of French-language 
skills 

e guarantee French-language services can be provided for all 
or some services and during business hours 

e ensure Francophones sit on boards of directors and commit- 
tees in proportion to the Francophone population in the 
community 

e have Francophones in senior management in proportion to 
the local Franco-Ontarian population 

e make directors and senior managers accountable for the 
quality of French-language services 

e demonstrate, every three years, how they have maintained 
this level of service. The board of each agency must submit 
a report detailing how this was accomplished to the ministry 
for which they are working 
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As for the management of health care services itself, besides 
the Ministry of Health, which falls directly under the definition of 
public services agency, health care is planned, organized, and funded 
by Local Health Integration Networks (LHINs) mandated to improve 
access to care. The Local Health System Integration Act, 20065? provides 
for the creation and operating structures of the LHINs. The Act stipu- 
lates LHINs respect the requirements of the French Language Services 
Act if they are in locations where they serve Francophone communi- 
ties. It also provides for a French Language Health Services Advisory 
Council} which was established by Regulation+4 and groups together 
organizations working in the area of, or with a special interest in, 
the delivery of French-language health services in the province. The 
council advises the Minister on matters related to “health and service 
delivery issues related to francophone communities” and on priori- 
ties to be integrated into the provincial plan. Furthermore, Article 
16(1) states an LHIN “shall engage the community of diverse persons 
and entities involved with the local health system,” while Subsection 
16(4) stipulates that while doing so, it “shall engage the French lan- 
guage health planning entity” in its region. This was recommended 
by the French Language Services Commissioner in a special report 
published in May 200935 Regulation 515/09 did, in fact, create “pre- 
scribe a French language health planning entity for the geographic 
area” of each LHIN.> It should be noted that these entities have a 
mandate to advise LHINs concerning, in particular, “the identifica- 
tion and designation of health service providers for the provision of 
French language health services in the area.”37 

Finally, Regulation 284/11 extends the obligations under Section 
5 to any third-party entity that provides the public with a service “on 
behalf of” a government agency must do so according to the Act, sub- 
ject to an agreement between the third party and the government. 

Therefore, various acts prescribe mechanisms for formal con- 
sultations with Francophone communities regarding the active offer 
of French-language health services in the province but it is the 
designated health facilities themselves that ensure the direct delivery 
of health care and that must be designated in order for a true right 


to apply. 


Manitoba 
Section 23 of the Manitoba Act, 187039 created the obligation for the 
province to legislate in French and English, and the right to use either 
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official language in the legislature and before the provincial courts. A 
language policy has been adopted; it applies to designated organiza- 
tions “which provide health services, social services, or both,” as well 
as designated regional health authorities. Regulation 131/20134° adopted 
under the Regional Health Authorities Act* lists the institutions and 
organizations designated for this purpose. A “Francophone” facility 
or program is defined as one in which “services are provided in both 
English and French, or in French only, and whose primary language 
of operation is French.” Section 4 specifies that services in designated 
facilities “must comply with the government’s French Language 
Services Policy.” Moreover, a regulation obligates all Regional Health 
Authorities to submit to the Minister of Health “a proposed plan of 
French language services. This plan lists the Francophone and 
bilingual facilities and programs offered in its region. The Health 
Authorities must consult with the community and service providers 
before developing their plan.44 The plans are approved by the Minister 
and the Health Authorities present that Minister with a report on 
the progress they have made.* Hence, there is a legal recognition of 
the provision of French-language services; in designated institutions, 
services must be offered actively, and in other Health Authorities 
and facilities, a plan must indicate what the organization intends to 
do. The Bill for the Bilingual Service Centres Act# foresees the creation 
of bilingual centres in each of the six regions designated under the 
policy; these centres will be able to offer a wide range of provincial 
services, including health services. Last, the Francophone Community 
Enhancement and Support Act* creates a more permanent legal frame- 
work for French-language services in the province. It establishes a 
Francophone Affairs Secretariat and a standing Francophone Affairs 
Advisory Council, and imposes the adoption of French-language 
services plans by government agencies, including those designated 
to offer health services in French.# It prescribes the active offer of 
French-language services whenever they are required. In short, the 
legal situation in Manitoba is evolving and its policy on French- 
language services in the health system is gaining legal recognition. 


Prince Edward Island and Nova Scotia 

Prince Edward Island and Nova Scotia operate on the same legal 
model as Ontario, a French Language Services Act5° This type of law 
and the regulations accompanying it designate regions where des- 
ignated services are offered in French. 
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On the Island, the designation would create a legal obligation 
to offer these services." Although health services as such are not yet 
designated, the Department of Health already offers certain services 
in French, in accordance with Section 2 of the Act. All government 
institutions must respond in French to correspondence they receive 
in that language. They are obligated to hold at least one public con- 
sultation in French, or, if there is only one consultation, it must be 
bilingual. In addition, all government institutions have a French- 
language services coordinator. Each institution must submit plans 
for the provision of French-language services, as well as an annual 
report on their progress. The Regulation identifies the “Department 
of Health and Wellness” as well as “Health PEI,” the province’s health 
authority, as government institutions subject to the Act, and therefore 
required to develop plans for French-language services. The Act also 
establishes a “French-language Services Co-ordinating Committee” 
that informs the institution of its priorities; health is one of them. 

The legal structure is very similar in Nova Scotia. Institutions 
are designated pursuant to the French-language Services Act (FLSA) 
and the Regulation; this applies to the Department of Health and 
Wellness, as well as the nine former health authorities. The latter 
have been folded into a single entity, which is responsible for the 
provision of health care services throughout the province. 
Nevertheless, the Act that creates the new provincial health authority 
does not actually designate it under the legislation. On the other 
hand, the FLSA, which had previously designated the nine health 
authorities existing at the time, has not yet been modified and does 
not reflect the change.” Designated institutions submit plans to 
develop French-language services and the Minister responsible for 
overseeing them files an annual report on their progress. French- 
language service coordinators are appointed in each department and 
office of the government. It should be noted that these laws do not 
give people a right to receive services in French from the designated 
institutions; rather, it obliges the institutions to develop implementa- 
tion plans and to report on them each year. 


Newfoundland and Labrador, British Columbia, Saskatchewan, 

and Alberta 

In Newfoundland and Labrador, a new French-language service policy 
was adopted in 201654 A very brief document, it establishes the French 
Services Office, which coordinates French-language services within 
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the government. It provides for training and translation services for 
provincial departments and institutions. Interpretation services are 
available in St. John’s and in Labrador City; in other locations, the 
Réseau Santé en francais (French health network) offers written material 
in French. In British Columbia, the RésoSanté health network publishes 
an online directory of health professionals who can provide services 
in French and who have self-identified by registering. Some institu- 
tions provide French-language services as well, including La Boussole 
community centre in Vancouver and the Foyer Maillard nursing home 
in Coquitlam. These resources have been supported financially by the 
federal government using its spending power. There are no laws or 
policies on French-language services in this province. 

The policy framework for services in Saskatchewan is rather 
modest. The province's French-language Services Policy applies to “the 
provincial government, its ministries, crown corporations, and other 
agencies.” It specifies that correspondence with individuals or groups 
will be carried out in the official language preferred by the client, 
and signs and documents will be made available in both languages 
“when appropriate.” As for services, it mentions that “the designation 
of bilingual positions [shall] be considered as a means to more effec- 
tively provide French-language services,” and that “the inclusion of 
a French-language services component [shall] be considered when 
new Government of Saskatchewan programs and services are being 
developed.” Nothing specific to health care is included. The 
Francophone Affairs Branch operates the French-language Service 
Centre, which serves as a single window for the public to access 
services and programs of the Government of Saskatchewan in French, 
particularly through Internet and telephone communication. Written 
materials on health issues have been published in French but there 
are no formally designated organizations. The application form for 
the provincial health insurance card is available in French. Any 
delivery or active offer of health care in Saskatchewan stems from 
administrative arrangements and partnerships between the French 
health network and provincial health authorities. 

The same is true for Alberta. At the time of writing this chap- 
ter, a policy on French-language services was under way. A 
Francophone health centre, the Centre de santé communautaire Saint- 
Thomas, is located in the Francophone district of Edmonton, near 
the Campus Saint-Jean, the French-language faculty of the Univer- 
sity of Alberta. The community health centre provides services from 
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family physicians, nurses, dietitians, a social worker, a psychiatrist 
and an exercise specialist. 


The Three Northern Territories 

Canada’s three territories, located in the North, are distinct in their 
structure from the provinces. However, the Government of Canada 
treats them as provinces in several respects, including matters related 
to health care delivery. 

Yukon adopted a Languages Act in 19865% Although it does not 
recognize official languages for Yukon itself—simply recognizing 
in Subsection 1(1) that French and English are the official languages 
“of Canada”—the Act sets out the language requirements of institu- 
tions of the Legislature and the Government of Yukon. Subsection 
6(1) reproduces Subsection 20(1) of the Charter, simply adapting it to 
refer to Yukon: “Any member of the public in the Yukon has the right 
to communicate with, and to receive available services from, any 
head or central office of an institution of the Legislative Assembly 
or of the Government of the Yukon in English or French,” and in 
other places when it is justified by a “significant demand” or “the 
nature of the office.” Subsection 6(2) specifies that regulations can 
prescribe “circumstances in which . . . significant demand shall be 
deemed to exist or in which the nature of the office is such that it is 
reasonable that communications with and services from that office 
be in English and French.” The Prescribed Offices Regulation, YOIC 
2003/79, established the list of offices included in this category; no 
health institution is on the list. The Hospital Actf57 creates a “Yukon 
Hospital Corporation” and gives it a bilingual name (“Régie des hôpi- 
taux du Yukon”), charged with operating the three hospitals in the 
territory “by a board independent of the Government.” Section 10 of 
that legislation specifies that the Languages Act applies to the 
Corporation. The Yukon Hospital Corporation is responsible for 
providing medical and hospital care, pursuant to Section 2. 
Consequently, and at least in theory, Franco-Yukoners have the right 
to receive services in their own language in the health facilities in 
Whitehorse managed by the Yukon Hospital Corporation; to this 
point, only the Whitehorse General Hospital is included. Elsewhere, 
the institution would have to be designated by a regulation, and that 
has not yet been the case for other facilities. 

In the Northwest Territories (NWT), the Official Languages Act 
provides for nine Aboriginal languages as official languages, as well 
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as English and French. Only measures related to French and English 
will be analyzed here. As in the Yukon legislation, Subsection 11(1) 
reproduces Subsection 20(1) of the Charter: The head office of govern- 
ment departments or agencies, as well as any other office where it is 
justified by “significant demand” or “the nature of the office” are 
required to offer services in French. A Regulation identifies four 
regions with a significant demand for French-language services: 
Yellowknife, Hay River, Fort Smith, and Inuvik2? The Health and 
Social Services Authorities of Fort Smith, Hay River, and Yellowknife 
are among the institutions designated in the Regulation. Eight Health 
Authorities, created by the Minister, offer health care to the popula- 
tion in facilities under their jurisdiction in accordance with Section 
10 of the Hospital Insurance and Health and Social Services Administration 
Act. Asa result, health facilities located in the four designated regions 
where there is “significant demand” for French-language health 
services are subject to the obligations set out in Section 11 of the Act. 
The Fédération franco-ténoise case® sheds light on some of the difficul- 
ties the Francophone community faced regarding the implementation 
of the Official Languages Act in the NWT at the time, and health care 
was one of the sectors subject to Judge Moreau’s order in the first 
case. This aspect of the case was confirmed by the Court of Appeal, 
as health services are “confidential” services for which a direct, in- 
person, and immediate service is required. 

Finally, Nunavut now has an Official Languages Act™ that creates 
obligations on the part of the Government of Nunavut as well as the 
public organizations in the territory. The Department of Health is 
subject to the Official Languages Act. For the purposes of the Act, a 
“public agency” is an institution that meets the following three cri- 
teria: it is established by the laws of Nunavut, is subject to the direc- 
tion of a Minister or the Executive Council, and is identified as a 
public agency under the Financial Administration Act. Because the 
Financial Administration Act does not designate health institutions, 
one of the three conditions is missing, so hospitals and clinics are 
not public agencies as defined by the Act. Nevertheless, the 
Government of Nunavut, through the Department of Health, can 
make agreements with hospitals for the provision of health services 
covered by insurance, certify health facilities, and authorize the 
creation of health facilities. Through these provisions, health centres 
and hospitals can be subject to the Nunavut’s Official Languages Act. 
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Conclusion 


The Canadian government has constitutional responsibility only for 
“federal client groups” and for federal institutions, which must offer 
services in the official language of the client’s choice in accordance 
with the Charter. Institutions often delegate this responsibility to 
provincial institutions, and, in this case, the provincial institution 
must also offer services in the minority language, under the same 
conditions as in the federal institution. Furthermore, the Government 
of Canada uses its spending power to fund health care services in 
the language of the minority. 

The provinces and territories are primarily responsible for the 
provision of health services, and for the linguistic dimension of these 
services. There are three basic models, characterized by different geo- 
metric structures. First, New Brunswick offers a general right to health 
care services in the language of the user’s choice, in every region, in 
linguistically homogenous institutions. Next, some provinces have 
adopted laws making it possible to designate regions, services, and 
institutions. Finally, provinces that are less advanced in their progress 
towards language equality appear to be satisfied with an administra- 
tive policy creating an Office of Francophone Affairs that basically 
offers advice, information, and translation or interpretation services. 

An active offer of health services in the language of the minority 
calls for an encompassing legislative framework. Besides health authori- 
ties, hospitals and clinics, we need to consider health professionals, 
their education and training, the designation of positions as bilingual 
or French, and staffing. Thus, a strategy for legislative progression can 
be imagined. It would start with mechanisms for designation (making 
it easier to identify points of service), continue through the right to work 
in health institutions that integrate a linguistic dimension, and finally 
reach the full right to health services in the language of one’s choice, 
entrenched in an Act and, ultimately, in the Canadian Constitution. 

While we are waiting for this to happen, official language 
minority communities are doing the best they can with the existing 
constitutional structure. 
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The Co-Construction of the Active 
Offer of French-Language Services 
in Ontario’s Justice Sector 


Linda Cardinal, Martin Normand, and Nathalie Plante, University of Ottawa 


Abstract 


Sin 2006, the justice sector in Ontario has benefited from its first 
strategic plan for developing the active offer of French-language 
services (FLS). This chapter deals with the representation of active 
offer that guides the strategic plan. It presents data from a review 
of the literature and from 12 interviews, conducted in 2012, with 
community and government actors participating in the management 
of the plan. The chapter shows that the principle of the active offer 
of FLS in the justice sector is not a neutral principle. Active offer 
is co-constructed by community and government actors; that is, it is 
subject to constant dialogue on its issues, which can arise from a 
managerial, judicial, and developmental perspective. Lastly, the 
chapter attempts to extrapolate lessons learned from the active offer 
of FLS in the justice sector to other areas of public policy, such as 
health and social services. 


Key Words: active offer, justice sector, French-language services, 
strategic plan, Ontario, co-construction. 


Introduction 


In 2003, in Ontario, the active offer of French-language services (FLS) 
was a matter attracting particular attention in the justice sector. Not 
only had the Government of Ontario developed a strategic plan 
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for the active offer of FLS, it also adopted a model of governance 
integrating key spokespeople of the Francophone community into the 
planning, implementation, and follow-up of the new plan. The objective 
of this chapter is to examine the representation of active offer guiding 
this new strategic plan in the area of justice in Ontario. Based on a 
review of the literature, as well as on 12 interviews with community 
and government actors participating in the management of the plan, 
the chapter shows that the principle of active offer is not neutral; in 
other words, it cannot be reduced to a management technique stripped 
of any deeper or symbolic meaning.’ We will argue that active offer 
cannot be properly measured simply by calculating the number of 
services offered by the government to its Francophone population. 
Instead, active offer is first and foremost a policy instrument co- 
constructed by community and government actors, which is to say 
that it is the result of constant dialogue or debate among various actors. 
This chapter will show how this dialogue evolves and contributes to 
the co-construction of the active offer of FLS in the justice sector. We 
also intend to outline the lessons learned from this way of conceptual- 
izing active offer, and see if they can be useful for other areas of public 
policy, such as health and social services. The chapter will also explore 
persistent challenges in the interactions between government and the 
community sector where the active offer of FLS is concerned. 

The approach taken in this chapter is based on the instruments 
approach proposed by Lascoumes and Le Gales (2004; 2007), which 
refers to the choices and means through which governments govern 
their populations. To simplify the idea, the instruments approach 
(also called policy instruments approach or instrument-centred 
research) is used to study the policy choices made by governments, 
including those made in the area of language. All states have to ask 
themselves which language(s) will be privileged or given higher 
status within their borders, and which they will use to interact with 
their citizens. Even when a government decides to not formulate 
language policies, as is the case in the United States and Australia, 
it still has to act and communicate in a particular language or in 
particular languages. The states that do adopt language policies can 
favour or disfavour certain groups or minorities, as they can confer 
a status of official language on one or more languages spoken on 
their territory. When we apply the instruments approach to the area 
of language, we examine the tools developed by states, institutions, 
and organizations for the purpose of enacting language policies or 
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directives. To give one example, census results are an important tool 
for generating data on a country’s language composition. In Canada, 
the census includes several questions on language. The questions are 
designed to document the mother tongue of Canadians, the first 
official language they learned to speak and still understand, the lan- 
guage they speak at home, their understanding of French and English, 
and their ability to carry on a conversation in the other official lan- 
guage. The Government of Canada uses these data to organize ser- 
vice delivery in the two official languages of the country. 

The numbers criterion is another tool used by governments in 
their management of services to the public in the area of language. 
To once again give an example from Canada: while Francophone 
minorities have the constitutional right to education in their own 
language, this right can only be exercised “where numbers warrant.” 
This type of principle applies at the federal level as well as in the 
provinces. The latter have, in turn, developed specific tools to govern 
language use on their respective territories. Although these tools can 
regulate the delivery of services in French, policies also address 
Aboriginal languages in several provinces and territories, as well as 
certain non-official languages such as Gaelic in Nova Scotia or New 
Brunswick (Cardinal & Léger, forthcoming). 

In 1986, when the French Language Services Act was enacted, the 
Government of Ontario chose to approach the delivery of FLS based 
on the principle of designated regions. Because of this decision, only 
the people living in these regions obtained the right to FLS in the 
various sectors under the jurisdiction of the provincial government. 
On the other hand, the government also opted to adopt the principle 
of active offer to guide delivery of FLS in these designated regions, 
notably in the justice sector. 

Lascoumes and Le Gales (2004) agree that the choices and means 
chosen by states to govern their populations are not neutral. Indeed, 
the instruments approach is not intended to simply describe situations: 
it alludes to facets of public life guided by political debate, as well as 
power relations among actors. These representations also originate in 
the historical schemes of state action at the institutional and admin- 
istrative levels (Cardinal & Sonntag, 2016). For example, the Province 
of Ontario has a long history of discriminating against its Francophone 
population, especially in the area of education. Historically, the dis- 
crimination has been rooted in Anglophone fears that Ontario would 
be overrun by French-Canadians moving into the province (Cardinal 
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& Normand, 2013). In the 1960s, when the Government of Ontario 
began to open more facilities and services to the Francophone popula- 
tion, its step-by-step or incremental approach to change was based on 
the fact that it was only reasonable and practical to offer services in 
French where numbers warranted. This approach to Francophones in 
Ontario continues to guide the development of FLS tools; we see it 
illustrated in the principle of designated regions where the application 
of active offer is limited to these specific regions. 

In the first part of this chapter, we will present an overview of 
the situation of FLS in the justice sector in Ontario. The second part 
will show how the active offer of FLS was gradually established in 
the justice system. In the third part, we will specify key learning 
drawn from our study of the justice sector and how they apply to 
other sectors, such as health care and social services. 


The Current State of FLS in the Justice Sector in Ontario 


Since the 1980s, the delivery of FLS in the justice sector has pro- 
gressed considerably in Ontario. Before that, responsibility for FLS 
in judicial matters belonged to various advisory committees and 
an FLS Coordinator located in the Ministry of the Attorney General 
(Cardinal, Lang, Plante, Sauvé, & Terrien, 2005; Cardinal & Normand, 
2013). In 1984, the Government of Ontario made a leap forward when 
it passed the Courts of Justice Act, which confirmed French and 
English would henceforth be official languages in provincial courts. 
In 1986, the French Language Services Act, previously mentioned, was 
enacted. These laws gave rise to, among other things, the formaliza- 
tion of the FLS Coordinator’s status and the enactment of similar 
laws in other ministries, including those that governed judicial mat- 
ters such as the Ministry of the Attorney General. 

In 1995, the victory of the Conservative Party under Mike 
Harris—his platform had promised privatizing certain government 
services—led to considerable debate about the future of Ontario’s 
public services. He merged the offices of two FLS Coordinators work- 
ing in the Ministry of the Attorney General} and the Ministry of 
Community Safety and Correctional Services. These two ministries 
encompassed numerous divisions, of which 11 would be part of the 
2006 strategic plan. Moreover, in 2001, the justice sector was entrusted 
with both the Ontario Victim Services Secretariat (now Ontario 
Victim Services), in which the designated bilingual positions 
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increased from one to 50, and the Ontario Native Affairs Secretariat. 
In 2003, Ontario Legal Aid was added to this list, then in 2004, the 
Ontario Human Rights Commission (Cardinal, Lang, Plante, Sauvé, 
& Terrien, 2005, p. 52). 

These transformations broadened the mandate of the FLS 
Coordinator in the justice sector. Although the Coordinator’s office 
was housed in the Ministry of the Attorney General, it also had 
responsibility for FLS offered throughout the newly expanded sector 
formed by the Conservative government, and for designing new 
programs and new ways of contributing to the sector and performing 
the tasks involved. At the same time, the Liberal government in 
Ottawa announced the forthcoming publication of an action plan for 
official languages. It also published the study Environmental Scan: 
Access to Justice in Both Official Languages, which described progress 
made in delivery of FLS in the judicial system throughout Canada 
(GTA Research, 2002). These important initiatives contributed to a 
renewed enthusiasm for official languages in the area of justice, in 
Ontario as well as across Canada. Thus, when the Ontario Liberal 
party returned to power in 2003, the time was ripe for real progress 
in the justice sector. Not only did the FLS Coordinator want the range 
of FLS to correspond more closely to the expectations of 
Francophones in the province, he also wanted to explore ways to 
integrate community actors in planning and service delivery into 
future initiatives to put an end to nearly 10 years of tense relations 
between the Francophone community and the former government. 
The FLS Coordinator took it upon himself to invite the Association des 
juristes d’expression francaise (AJEFO), the Association francaise des 
municipalités de l'Ontario (AFMO), Action ontarienne contre la violence 
faite aux femmes (AOcVF), the Fédération de la jeunesse franco-ontarienne 
(FESFO) and the Fédération des ainés et des retraités francophones de 
l'Ontario (FARFO)—organizations representing Francophone legal 
professionals, municipalities, activists working in the area of violence 
against women, youth, and seniors—to begin a consultation process 
with his Office for the purpose of developing a strategic and opera- 
tional planning process for the active offer of FLS in all divisions of 
the justice sector. Without delay, these groups formed a Coalition that 
was quickly recognized by the Government of Ontario as the primary 
voice of the Francophone community on matters related to justice. 

In 2005, the Office of the FLS Coordinator invited the University 
of Ottawa’s Chaire de recherche sur la francophonie et les politiques 


91 


92 


POLICY LEVERS AND LEGAL MEASURES 


publiques to prepare a status report on FLS in the justice sector in 
Ontario, accompanied by a statistical portrait of the Francophone 
community in the province, a series of recommendations, and a draft 
of a strategic plan (Cardinal, Lang, Plante, Sauvé, & Terrien, 2005). 
The results of this study were presented at the 2006 Francophone 
Stakeholders’ Meeting attended by members of the Coalition and 
public servants. Other goals of this forum were to confirm the needs 
of the community, formulate guiding principles for the future devel- 
opment of FLS, and set out the first steps in a strategic planning 
exercise for the justice sector (Cardinal, Lang, & Sauvé, 2006). Active 
offer was among the forum’s guiding principles. 

At the end of 2006, the Government of Ontario published its 
Strategic Plan for the Development of French Language Services in 
Ontario’s Justice Sector. Its objectives were to raise the awareness 
among Ontario Francophones about their FLS rights, improve and 
extend access to services, respond to the needs of various target 
groups, raise awareness of FLS among managers, develop new pro- 
grams, and establish a governance structure integrating community 
participation in inter-ministerial cooperation. The plan was devel- 
oped through a process characterized by community governance 
and continuous consultation with government officials and leading 
community organizations in the justice sector (Ontario, Office of the 
Coordinator of French Language Services for the Justice Sector, 2006). 
Because they had seats on the Steering Committee, the members of 
the Coalition would participate actively in the follow-up to the stra- 
tegic plan, thereby guaranteeing that the needs of Francophones in 
the FLS planning process would be taken into account. Finally, fol- 
low-up would take place during an annual forum organized by the 
Office of the FLS Coordinator and attended by members of the 
Coalition and the government officials responsible for the different 
divisions of the justice sector. 

First published in 2006, the plan has been reviewed and new plans 
have been published twice; the most recent plan covers the period up 
to 2016. At the time of writing, we are unable to say with certainty 
whether it will be renewed. At the time, the plan appeared to be the 
ideal structure to encourage new ways of conceptualizing and manag- 
ing FLS delivery and ensuring its long-time sustainability. One of the 
new ways of doing things, through dialogue among community and 
government actors on the active offer of FLS, plays an important role 
in improving the planning process for FLS in the justice sector. 
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Co-constructing the Idea of the Active Offer of FLS 


The idea of active offer in the justice system has a history that is part 
of a larger context of the application of the federal Official Languages 
Act (1969) and of the development of FLS in Ontario. According to 
Francois Charbonneau (2011, p. 43), in Canada, the legislator wanted 
citizens to have access to public services in the official language of 
their choice; before the law entered into effect, they did not have this 
choice. Without a law, Francophones could be restricted to English- 
language services because French-language services would simply 
not be available in their region. 

On the other hand, as Charbonneau explains, language choices 
are often conditioned by external factors, which go far beyond the 
simple will to express a preference. Among these factors is the his- 
tory of Francophone-Anglophone relations—the power relations 
between the two groups, or even assimilation. These factors also 
condition Francophones to not identify themselves as such, and to 
speak French in public only when they feel they have permission to 
do so. Cardinal, Plante, and Sauvé (2010) also noted this situation in 
their research on the justice sector in Ontario. Charbonneau explains 
this situation by referring to the concept of linguistic insecurity, 
meaning that the linguistic behaviour of Francophones is influenced 
by the phenomenon of linguistic minoritization (Charbonneau, 2011, 
p. 47). As well, Lafreniere, Grenier, and Corbeil (2006, quoted in 
Charbonneau, 2011, p. 47) consider that the more Francophones are 
spread out over a given territory, the more they tend to speak the 
language of the majority. According to these authors, the smaller the 
Francophone minority is, the less important Francophones might 
consider it is to have government services offered in their language 
(ibid., p. 48). In a minority context, according to Charbonneau (2011, 
p. 50), “the reflex to ask for FLS is practically non-existent, unless the 
conditions for it are created.” Francophones will avoid asking for 
services in their own language because it might appear “as a whim, 
that is, a request for an unjustified privilege” (Charbonneau, 2011, 
p. 53). In such conditions, it is not surprising that some Francophones 
may perceive their proficiency in English as a form of prestige, while 
French unilingualism may be associated with ignorance (Tardif & 
Dallaire, 2010). Along the same lines, Deveau, Landry, and Allard 
(2009) emphasize that “asking to be served in French is a behaviour 
associated with a commitment to one’s Francophone identity, and is 
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relatively difficult for a person who has been socialized to believe 
that English is the main language, if not the only one, used in public 
institutions” (p. 88). Thus, Francophones are conditioned to choose 
to be served in English, even when they could be in a situation in 
which they could ask for services in French. As Charbonneau points 
out (2011), “evidently, offering French-language services only to citi- 
zens who ask for it directly is simply not enough to ensure that 
Francophones use French-language services” (p. 57). 

At the beginning of the new millennium, this realization led 
several actors to put forward the idea of active offer, a dialogue then 
in its infancy. The Government of Canada defines the standards for 
active offer through the Treasury Board Secretariat, indicating that 
active offer must be founded on certain modalities such as to “provide 
clear visual and verbal indications that members of the public can 
communicate with and obtain services from a designated in either 
English or French” (Canada, Treasury Board Secretariat, n.d.). As for 
Ontario, the Office of the French Language Services Commissioner 
opted for innovation when, in 2010, it proposed a more subjective 
approach: active offer needed to make it possible for members of the 
Francophone minority to be “instantly recognized as full members 
of a strong and respected community that is taking its rightful place 
in Ontario society” (2010, p. 11). Added to this is the idea that “institu- 
tions provide reassurance to French-speaking members of the public 
not only as individuals but as members of a vibrant, dynamic 
Francophone community that has a future” (2010, p. 11). In their study 
on FLS in Nova Scotia, Deveau, Landry, and Allard (2009) concur with 
the Ontario Commissioner’s view. These authors believe the more 
often Francophones in Nova Scotia receive services in French, the 
more they feel they contribute to the vitality of their community. 
The Office of Francophone Affairs (OFA) also makes a connection 
with the idea of vitality, explaining that cooperative action on active 
offer will contribute to enhancing well-being as well as the political, 
social, economic, and cultural vitality of the Francophone community 
in the province, which is the overarching goal of the French Language 
Services Act (Ontario, Office of Francophone Affairs, 2008, p. 4). Since 
this time, Ontario has established a close link between the behaviour 
and actions of Francophones, the vitality of their communities, and 
the FLS offered. Thus, active offer becomes an instrument to nur- 
ture a favourable representation of the French language and of 
Francophone minorities. As the Office of the French Language 
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Services Commissioner states: “Active offer makes it possible to reach 
those who hesitate to use French-language services in their daily lives 
and who are still walking the fine line between continuing to live as 
a Francophone and assimilation” (2010, p. 12). The concept of active 
offer encourages government institutions to leverage visibility, access- 
ibility, and the availability of French-language services that meet the 
needs of the Francophone population. Understood this way, active 
offer is a tool that should enable action on several fronts: equity, 
justice, vitality, and self-representation. 

Furthermore, contrary to the federal government, Ontario does 
not favour the concept of free choice. Its objective is to offer FLS, 
rather than to invite residents of Ontario to use the official language 
of their choice, since French is not an official language in the prov- 
ince. The provincial government subscribes to de facto bilingualism, 
that is, an idea of bilingualism that accepts the obligation to offer 
FLS where numbers warrant, in regions designated as bilingual. 
Nonetheless, at the beginning of the millennium, the resolution of 
the Hopital Montfort court case, and the recognition of the courts 
that it is important for the Francophone community to manage its 
own institutions, pushed the province to take another look at the 
idea of active offer 

In a document produced by the Council of Ministers in 2006, 
Tony Dean (the secretary at the time) affirmed that the Ontario 
Public Service was not fulfilling its obligations under the French 
Language Services Act (Ontario Public Service, OPS Framework for 
Action: A Modern Ontario Public Service 2006; in Ontario, Office of 
Francophone Affairs 2008, and in Ontario, Office of the Coordinator 
of French Language Services for the Justice Sector 2006). In 2008, 
the OFA published a manual for offering FLS, in which it is stipu- 
lated that active offer must be results-oriented, integrated into the 
service delivery model of the Ministry, and developed out of a 
dialogue with the population served, and must reflect the needs of 
this population. In addition, the OFA acknowledged that it should 
not have to be up to public to request FLS; members of the public 
service need to actively offer these services (Ontario, Office of 
Francophone Affairs, 2008). 

Nevertheless, at the time, the French Language Services 
Commissioner felt that this definition did not go far enough and 
would not have a strong enough impact on Ontario’s Public Service. 
He wanted the government to issue an actual directive about active 
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offer, not merely issue guidelines. According to the French Language 
Services Commissioner: 


Obviously, this directive should provide for consultations with 
the Francophone community, planning from the moment that 
new programs and services are designed, and a results-based 
performance review. Such a directive should be accompanied 
by a strategy to promote French-language services. This strategy 
should be adapted and updated on a regular basis, as service 
offer changes and is updated. (Ontario, Office of the French 
Language Services Commissioner, 2010, p. 14) 


The Office of the French Language Services Commissioner also pro- 
vides its own definition of active offer, which it presents as a “clear 
signal” to citizens that wherever they live, they can receive services 
in French: “the agency’s name and all of its posters, signage, bro- 
chures, literature, etc., are either bilingual or offered visually in 
English and in French.” This also means “from the moment they 
begin interacting with the public, government employees staffing a 
service counter or answering the telephone proactively offer service 
in both languages.” For the Commissioner, active offer means “creat- 
ing an environment that is conducive to demand and that anticipates 
the specific needs of Francophones in their community” (Ontario, 
Office of the French Language Services Commissioner, 2010, p. 11). 

In 2011, the Government of Ontario tried responding to this 
recommendation by adding a definition of active offer to a regulation 
adopted in 2011 governing FLS delivery by third parties. This regula- 
tion stipulates that: 


[E]very government agency shall ensure that a third party pro- 
viding a service in French to the public on its behalf shall take 
appropriate measures, including providing signs, notices and 
other information on services and initiating communication 
with the public, to make it known to members of the public that 
the service is available in French at the choice of any member of 
the public. (Ontario, Ontario Regulation 284/11, n.d.) 


For the OFA, this means that services in French are “clearly visible, 
readily available, easily accessible and publicized and that the quality 
of these services is equivalent to that of services offered in English” 
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(Ontario, Office of Francophone Affairs, n.d.). In 2013, the French 
Language Services Commissioner came to the fore, stressing that the 
measures adopted by the Government of Ontario were not sufficient. 
He reiterated his recommendation. In 2014, he also criticized the 
response of the government to his recommendation. In the Commis- 
sioner’s opinion, the measures put in place by the Government of 
Ontario depended on the good will of each institution. He asserted 
“the current situation does not create an environment conducive 
to reaching those who are still hesitant to use services in French on 
a daily basis, nor to helping avert the constant threat of assimilation” 
(Ontario, Office of the French Language Services Commissioner, 
2014, p. 8). 

These debates are important to our understanding of the prin- 
ciple of actively offering FLS in the justice sector since 2003. Although 
the debates focus mainly on the practical aspects of active offer, the 
French Language Services Commissioner also contextualizes the 
government’s actions in a broader framework, which uncovers the 
attitude and motivation of the government towards its responsibili- 
ties. Its focus on good will and voluntary action proves inadequate 
in ensuring a true active offer of FLS. 

The issues raised by the French Language Services Commissioner 
can also be seen in the dialogue among various actors in the active 
offer of FLS within the justice sector. In 2006, during consultations 
in view of preparing the strategic plan, the actors listed a number of 
components to be included, stipulating that in active offer “Demand 
must be stimulated, using oral communication and written materials 
in designated places in order to promote FLS use. Active offer also 
includes integration of FLS into policy development from the outset” 
(Ontario, Office of the Coordinator of French Language Services 2006, 
p. 7). The different community and government actors involved were 
calling for actions that would not rely on good will, but instead on 
accountability. For community actors, the idea of introducing service 
models to guarantee FLS delivery is also at the centre of their repre- 
sentation of active offer. During consultations to prepare the plan, 
they included the principle of services offered by and for Francophones 
as an integral aspect of the active offer of FLS (Cardinal, Lang & 
Sauvé, 2006, p. 35), distinguishing this type of service from integrated 
services and services offered by Anglophone or bilingual groups. 
We should also mention that the Réseau des Centres d'aide et de lutte 
contre les agressions à caractère sexuel (CALACS, the network of rape 
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and sexual assault centres for Francophones), administered by the 
Action ontarienne contre la violence faite aux femmes (AOCVE, an Ontario 
organization for action against violence towards women), is an 
example of a service in the justice sector by and for Francophones 
(Sirois & Garceau, 2007). AOcVF is one of the actors involved in 
managing the strategic plan. Its point of view is an integral part of 
the debates leading to the co-construction of active offer. 

Once the plan was published, its principles continued to be 
a subject of dialogue among community and governmental actors. 
As part of the Steering Committee for the plan, these actors met 
annually and dealt with other issues as well, notably the matter of 
accountability. As part of the Advisory Committee’s meetings, civil 
servants had to explain why they did not always take FLS into 
account when planning public services. They were also asked to say 
how they would ensure that FLS would be offered by a set date in 
the future. Thus, community actors considered civil servants account- 
able to the community. As one respondent interviewed for the study 
by Cardinal, Levert, Manton, and Ouellet (2013, p. 27) explained, 


[original: French] If they hadn’t done what they said they would 
do, they would be shaking! I mean, they were really worried. 
The community had learned to be polite, but still to be firm, and 
I think they succeeded in having a good relationship, and I think 
it was a relationship that was something different, innovative, 
I think that led to faster changes and more French services. 
(Interview, University of Ottawa) 


Because of the role of community actors, the principle of account- 
ability was added to the details of active offer. Another respondent 
suggested: 


[original: French] Even the two colleges, now, the Ontario Police 
College and we also have the Ontario Fire College, both are part 
of the strategic plan, they have to be accountable to the team 
members. The members validate or don’t validate, push for 
certain priorities, etc. (Interview, Public Servant 5, quoted in 
ibid, p. 27) 


However, this accountability principle should not be taken for 
granted. For example, the findings from a survey of 1,000 employees 
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working for the Ontario Ministry of the Attorney General by 
Cardinal, Plante, and Sauvé (2010) showed that even though the staff 
members know they are supposed to make an active offer of FLS, 
respondents do not actively offer them. They wait for Francophones 
to ask for services before offering them. The survey also revealed that 
respondents, including front-line staff, do not know if their office has 
active offer plans because these are not circulated. The data proved 
that the behaviour of managers could determine if FLS would be 
actively offered or not. The people who responded to the survey said, 
however, that they would like to have more tools available to develop 
their skills and enable them to actively offer services in French. 

As part of our research, focus groups of service users were 
arranged, to determine if people knew they were entitled to receive 
FLS. The participants said they know they have a right to FLS. 
However, they admitted that they are often afraid to ask because 
they don’t want to disturb the status quo. They further explained 
that their first contact with front-line staff is crucial. Often, they do 
not ask for the FLS that should be actively offered because they do 
not really feel that they are in an environment where the use of 
French is welcomed. On the other hand, non-verbal behaviour on the 
part of the employees could play a positive role in suggesting the 
opposite is true. 

The responses about the active offer of FLS clearly show how 
this practice depends on representations linked to management prin- 
ciples such as accountability, and also show that they are more than 
a neutral management technique. Accountability relates to issues of 
legitimacy. Cardinal and Sauvé (2010) express the key role of account- 
ability in the co-construction of the active offer of FLS this way: 


It’s not that the work must be done over and over again, but that 
those responsible for service delivery must have a thorough 
understanding of the situation and needs of Francophones. 
Measures must be put in place to guarantee an active offer of 
FLS. As well as introducing these measures, it is important to 
integrate FLS into the structure of services, and to make them a 
basic component of the curricula. Francophones also must be 
informed and reminded of their right to FLS on a continuous 
basis. These services were put in place because it is important 
for Francophones to be able to be served in their own language. 
(2010, p. 8) 
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Since the responsibility for actively offering FLS belongs to the gov- 
ernment, it follows that the government cannot limit itself to the 
existing demand. It must create a demand by fulfilling its obligations 
toward the Francophone community, and thereby mitigate the nega- 
tive effects of managing strictly by numbers (“where numbers war- 
rant ...”) and the discrimination that results. Thanks to the dialogue 
between community and government actors, and to the efforts of 
the Commissioner, the active offer of FLS in the justice sector has 
been co-constructed in a way that is far from technical. This co- 
construction builds active offer on the foundation of management 
principles, community aspirations, and a particular ideal of justice 
in the area of language. 


Lessons and Applications of Experiences in the Justice Sector 
to Other Sectors 


In a study of French-language health services in Ontario, researchers 
Bouchard, Beaulieu, and Desmeules (2012) describe the guideposts 
of active offer this way: 


At first sight, active offer may look like an invitation, verbal or 
written, to express oneself in the official language of one’s choice. 
The offer to speak in the official language of one’s choice must 
come before a request for services is made. For an offer to be 
active, it must be visible, audible, accessible (in speech), and obvi- 
ous ...and greetings and services for Francophones must be 
given automatically, like a reflex, and immediately. (2012, p. 46) 


The authors suggest three aspects necessary for active offer: 
(i) visibility, (ii) accessibility, and (iii) availability of services. They 
specify that these three aspects neglect the aspect of service 
delivery. 


It seems opportune to emphasize the aspects of effective and 
quality delivery of health services in a minority language set- 
ting. Active offer also includes the ability to act upon this prom- 
ise in French. . . . In fact, not only must services in French be 
actively offered, but staff must ensure that their accessibility 
and their delivery be of equivalent quality to those of services 
in English. (2012, p. 47) 
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Bouchard, Beaulieu, and Desmeules (2012) highlight the importance 
of an offer of “equivalent quality.” The notion of equivalent quality 
can be considered an important condition of substantive equality. 
Understood as a principle of justice, active offer can contribute to 
countering inequalities between Francophones and Anglophones in 
Canada. As the same authors suggest, it is “a remedy or correct mea- 
sure for inequalities made by proposing a concrete method to bring 
services Closer . . . to the needs of the population.” Active offer “rep- 
resents a measure of equity designed to ensure compliance with the 
law, so that an equality of status corresponds to an equality of treat- 
ment” (2012, 44). 

Research in the area of health care focuses more on the opera- 
tionalization of active offer and less on the issues of co-constructing 
active offer. The definitions proposed are aimed at providing an 
accurate, detailed, and systematic method of providing active offer. 
However, one of the lessons we learned from our study of the justice 
sector and can extrapolate to other sectors, notably the health and 
social service sector, is that the active offer of FLS is a matter of rep- 
resentations. Active offer reflects different representations, depending 
on its context. Community actors may put the emphasis on how and 
on the type of services offered, while government actors must actively 
offer services within a set of integrated services. These different 
contexts influence the representation of active offer. They speak to 
the diversity of issues related to active offer that actors must take 
into account, and to the power relations among them. For this reason, 
the co-construction of active offer is always a work in progress. The 
research on the active offer of FLS in the justice sector illustrates the 
fact that there are important issues around accountability, and that 
they contribute to the minoritization of Francophones. 

On the other hand, the experience of the justice sector also 
shows that the numerous legal victories of Francophones—we need 
only think of the Montfort case—have contributed to creating a 
context where these issues will be taken more seriously by the 
Government of Ontario. In addition, since the Liberal government, 
more receptive to the concerns of the Francophone population, came 
to power in 2003, the dialogue between the community and the dif- 
ferent government actors opened up again. Finally, the involvement 
of intermediary actors highly committed to the development of FLS, 
such as the Office of the Coordinator of FLS for the Justice Sector, 
completes the list of elements fostering dialogue on active offer. 
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Meanwhile, the Coordinator of FLS believes civil servants should be 
more in tune with the community: 


[original: French] I have always told senior managers that it took 
the network [the Coalition] to put a face on, let’s say, the 
Francophone community, because you know what I mean, it’s 
like we, the senior managers, we are always sitting in our ivory 
towers, but we never get into the community. (Interview, Civil 
Servant 1, quoted in Cardinal, Levert, Manton, & Ouellet, 2013, 


p. 20) 


For this public servant, the fact that government actors support 
and influence each other is important. The relationship of trust and 
respect that they develop among themselves should guide them in 
implementing the plan. This is how the dialogue enabling the co- 
construction of the active offer of FLS develops. However, many 
people must be convinced of its value before the various community 
and government actors will be able to sit at the same table and work 
together towards a common goal of actively offering FLS. Finally, 
given that there is an undeniable political dimension to co-construc- 
tion, once the process is initiated, the dialogue must be nurtured by 
means of meetings between the actors. As we have seen, these meet- 
ings ensure accountability. They enable actors to work together to 
co-produce an opportunity for important debates, and for the kind 
of self-assessment and reflection that foster improvements in the way 
active offer is practised. These dimensions of co-construction of the 
active offer of FLS are important not only for the justice sector, but 
for all sectors targeted in the requirement to actively offer FLS. Having 
actors participate in the debate on active offer is an undeniable neces- 
sity. It is what makes it possible to co-construct the active offer of 
FLS. For example, the discussions are not exempt from verbal feuds 
and foul play. As one respondent explained, there are times when 
“you have to elbow your way into a discussion around the table”: 


. . . sometimes [we] played a bit rough. Not with the other groups 
as much as with the funders. And it’s always a fine line. I real- 
ized that if you don’t throw a fit, or practically, at some point, 
not much is going to happen. At the same time, you have to be 
careful of your relationship with your inside allies. ... As a 
Francophone, you don’t necessarily have the same ability to 
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catch the attention of the media for a press conference, and then 
use that as a pressure tactic. ... For me, anyway, I can’t do that. 
That means, how can I get my way when I’m dealing with the 
government? So it’s a fine line between blowing up and creating 
ties, and continuing to hammer out my message continually 
with the decision-makers and turning some of them into allies. 
(Interview, AOcVF, quoted in ibid., p. 27) 


Community actors, then, can never assume they will be taken seri- 
ously. In addition, the turnover of staff in the government can also 
have a negative effect on the active offer of FLS: [original: French] 
“When senior managers change in the executive, all the work you’ve 
accomplished can be destroyed pretty quickly. This is what happened 
in the Ontario Victim Services Secretariat. After several years of 
working closely together, a change in senior staff made us take a 
huge step backwards” (Interview, AOcVF, quoted in ibid.). 

In keeping with the French Language Services Commissioner, 
we recognize the dialogue between community and government 
actors relies too heavily on goodwill and that this is not sufficient. 
A “good discussion” between civil servants and community groups 
may have limited effect. The survey findings mentioned above are 
ample proof. Even though the active offer of FLS is governed by the 
principles of accountability and obligation, it lacks a more tightly 
structured approach that could include clearer policies, more explicit 
directives, and working tools to ensure that the methods government 
actors use to actively offer FLS have more lasting outcomes. These 
elements of analysis strike us as important, as they point to crucial 
issues that persist in the dialogue on the active offer of FLS. 


Conclusion 


Our intention in this chapter has been to examine the dialogue on 
the active offer of FLS in the justice sector. We were able to show that 
active offer is more than a management technique it is a principle 
conveying a certain understanding of FLS by community and gov- 
ernment actors. Using the instruments approach, we can see FLS 
active offer is an object of reflection. Questions concerning its opera- 
tionalization represent political issues, not simply matters of a tech- 
nical nature. Active offer has an undeniably political dimension: the 
continuing debate on its meaning is connected with representations 
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and with dialogue among different actors for the purpose of its 
co-construction. 

The experiences of various actors in the context of the follow-up 
of the strategic plan for developing the active offer of FLS in the area 
of justice also includes learning that is relevant for other sectors, such 
as health and social services. First, the active offer of FLS must be 
developed through a process that brings the different actors involved 
together, and gives them an opportunity to take part in the co-con- 
struction of the active offer of FLS. Second, active offer must not rely 
only on the good will and voluntary action; it must be founded on 
policies, directives, planning, and accountability. Thus, there is ample 
material to continue a debate that is at once normative and pragmatic, 
and thereby to identify means of fostering active offer that do not 
depend solely on the good will of the actors present. 


Notes 


1. The data used here were collected in 2012 by Cardinal and her col- 
leagues. They have previously been published in a research report by 
the Alliance de recherche, Les savoirs de la gouvernance communautaire 
(Cardinal, Levert, Manton, & Ouellet, 2013). This chapter makes use of 
the data already published in the report for this analysis of active offer. 

2. The sections in this chapter quote extensively from Cardinal, Levert, 
Manton, and Ouellet, 2013, and are included with the authors’ permis- 
sion. This first section draws on pages 3 to 5. 

3. In 2006, the centralization of the FLS portfolio in the justice sector 
combined FLS activities in five divisions of the Ministry of the Attorney 
General in the strategic plan: the Court Services Division, including the 
Support Unit to the implementation of the Law on Provincial Offences; 
the Criminal Law Division; the Ontario Victim Services Secretariat; the 
Office of the Public Guardian and Trustee; and the Office of the 
Children’s Lawyer. 

4. The divisions of the Ministry which participated later in the strategic 
plan were: the Ontario Provincial Police, Emergency Management 
Ontario, Adult Community Corrections Services, Adult Institutional 
Services, and the Public Safety Division. 

5. In 1999, the Health Services Restructuring Commission established by 
the Government of Ontario recommended closing Hôpital Montfort, a 
hospital that served Francophones in Ottawa and eastern Ontario. The 
announcement of the closure gave rise to the SOS Montfort movement; 
leaders decided to appeal to the courts to prevent the government from 
closing the hospital. 
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CHAPTER 5 


The Health of Francophone Seniors 
Living in Minority Communities 
in Canada: Issues and Needs' 


Louise Bouchard and Martin Desmeules, 
University of Ottawa 


Abstract 


his chapter presents a profile of the socio-demographic charac- 

teristics and the health of Francophone seniors (aged 65 and 
above) living in minority language communities, and identifies the 
issues and the needs of this population. In the first section of the 
chapter, we discuss the minority context and its potential impact on 
the aging of the population, the social position of seniors, their 
health, and their access to services. The second section establishes 
the socio-sanitary profile of Francophone seniors in three large 
Canadian regions (Atlantic Canada, Ontario, and the West), based 
on data from the Canadian Community Health Survey—Annual 
Component (CCHS, combined cycles, 2003-2012). Finally, we discuss 
two issues that are, we believe, fundamental for this minority popu- 
lation: health literacy—the ability to adequately communicate in and 
navigate through the health system—and the active offer of services, 
which is a measure of equity and quality of care for people living in 
an official language minority community. 


Key Words: Francophone seniors, linguistic minorities, socio-sanitary 
portrait, Canada, Canadian Community Health Survey (CCHS). 


The Minority Language Context as a Determinant of Health 


In the last few decades, a number of studies have demonstrated the 
importance of language and, more broadly, a minority language context 
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as a determinant of health. To summarize, social determinants of health 
are the conditions in which people are born, live, and die, and the 
systems put in place to promote a better state of health. Looking more 
specifically at the impact of language on health, research on the lin- 
guistic and cultural barriers to health, especially in official language 
minority communities across the country (Bouchard & Desmeules, 
2011; Bélanger, 2003; Bowen, 2001), testifies to the interest social scien- 
tists have in the issues faced by Francophones in these communities. 
In particular, this research shows that language barriers have a proven 
impact on access to and use of services (Flores, 2006; Yeo, 2004; Sarver 
& Baker, 2000; Hu & Covell, 1998; Solis et al., 1990) and more broadly 
on the health of these populations (Leis & Bouchard, 2013; Bouchard 
et al., 2009), as well as on the quality of care and services (Ava et al., 
2004; Woloshin et al., 1997). In general, researchers recognize that 
“language barriers contribute to the risk of error in diagnosis (and/ 
or delays in diagnosis) and decrease the probability of adherence to 
treatment” (Beaulieu, 2010; CNFS, 2010; Tremblay, 2012). 

Obstacles such as these can be even more overwhelming for an 
aging population facing increasing health problems, as is the case in 
official language minority communities in Canada. In all these com- 
munities, regardless of certain socio-demographic variations among 
provinces, the aging of the population is even more pronounced than 
in the majority language population. Studies (Bouchard et al., 2011, 2012, 
2013, 2015; Forgues et al., 2011) have also found that the Francophone 
population in minority contexts is not only aging more rapidly, but 
is less wealthy and is culturally marginalized. Thus, they are more 
vulnerable when health problems occur. The effects of poor com- 
munication about health, combined with the effects of being a cul- 
tural minority—or even the very real threat of assimilation—have 
led us to examine possible solutions. 

First, we know that efforts to close the literacy gap among 
Francophone seniors are necessary, as are efforts to enhance the 
active offer of French-language preventive, educational, and treat- 
ment services for these seniors living in official language minority 
communities. 


Notes on Methodology 


The descriptive data presented in this chapter are from the Canadian 
Community Health Survey (CCHS), a cross-sectional survey 
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conducted by Statistics Canada that collects information related to 
health status, health care utilization, and health determinants for the 
Canadian population. The population surveyed in the CCHS includes 
individuals 12 years of age and over living in private households in 
the provinces and territories, excluding residents of Aboriginal 
reserves, certain remote regions, and military bases. In order to 
bridge the gaps associated with the low number of Francophone 
minority persons represented in the CCHS, several cycles were com- 
bined; this method has been validated by Statistics Canada as a way 
of increasing the accuracy of estimates (Makvandi et al., 2013). Despite 
the results of combined cycles, the number of Francophone seniors 
remains too low to present accurate findings for each of the prov- 
inces. Therefore, to show the regional variations in the data, findings 
are presented for Atlantic Canada as a whole, for Ontario and for the 
West as a whole, as well as for the overall population of Canadian 
seniors. To define the Francophone population, we created an algo- 
rithm allowing us to filter results based on four language variables 
shown in the CCHS: the language used for conversation, mother 
tongue, the language in which the interview was conducted, and the 
preferred contact language chosen for the survey. This method made 
it possible to identify and filter groups as clearly as possible, depend- 
ing on their spoken and preferred language, and to select only those 
persons who identified themselves as French-speaking—both 
Francophones born in Canada and newcomers from other countries 
(Bouchard et al., 2009). 


Socio-Demographic Portrait of Francophone Seniors 


There are nearly a million Canadians identifying French as their 
mother tongue who live outside Quebec (Statistics Canada, 2011). 
Among them are 493,300 Francophones in Ontario (5.2% of the prov- 
ince’s population); 233,530 in New Brunswick (34.7%); 68,545 in 
Alberta (3.1%); 57,280 in British Columbia (2%); 42,090 in Manitoba 
(6.3%); 31,110 in Nova Scotia (5.2%); 16,280 in Saskatchewan (3.7%); 
and 5,195 on Prince Edward Island (6.3%). In the Province of 
Newfoundland & Labrador (0.7%) and in the territories—Yukon (4.2%), 
Northwest Territories (2.7%), and Nunavut (1.4%)—there are 
5,450 Francophones (Statistics Canada, 2011). 

As in other countries in the Western world, Francophones living 
in Canada’s official language minority communities are part of an 
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aging population. The increasingly rapid rise in the numbers of aging 
persons is even more pronounced in minority communities: in 2006, 
the aging of the Francophone population was higher in every Canadian 
province (Forgues, Doucet, & Landry, 2011). In 2011, there were more 
than five million persons over 65 years of age, amounting to 14.1% 
of the total population (Statistics Canada, 2012); among Francophones 
living in minority communities, the proportion rose to 18% of the 
national population (CCHS, combined cycles, 2003-2012). 

As well as this accelerated rate of population aging, Francophone 
seniors in official language minority communities also experience 
more pronounced economic instability than seniors in the Anglophone 
majority. In recent analyses, we found, for example, that Francophones 
aged 65 years and over are more likely than Anglophones to belong 
to the lowest-income quintile. Both language and belonging to the 
Francophone minority have been shown to be determinants of pov- 
erty (Bouchard et al., 2013; Bouchard et al., 2015). Furthermore, 
Francophone populations have fewer years of education and more 
often live in regions where the economic is less stable, which makes 
it more difficult to develop and access social and community 
resources (Bouchard & Leis, 2008; Bouchard & Desmeules, 2013). 

The situation of seniors varies according to the region or prov- 
ince of residence. Data from the CHSS show that the proportion of 
Francophone seniors is 17% in Atlantic Canada, 18% in Ontario, and 
20% in the West. Aging is also associated with the feminization of the 
population, as women seniors are proportionally more highly rep- 
resented in the population than men. The population of Francophone 
seniors is over-represented in lower levels of education: 44% in 
Atlantic Canada, 31% in Ontario, and 29% in the West do not have a 
high school diploma, as opposed to 22% for the overall population. 
This population is also more likely to occupy lower income catego- 
ries; more Francophone seniors are in the lowest-income quintile: 
(34% in Atlantic Canada, 28% in Ontario, and 31% in the West 
versus 28% for the overall population of Canada). In terms of their 
location, 53% of Francophone seniors in Atlantic Canada, 20% in 
Ontario, and 23% in the West live in rural settings. Nearly one senior 
in three lives alone, and the proportion is higher in the West (36%). 
Finally, the population of Francophone seniors includes a small pro- 
portion of immigrants (2% in Atlantic Canada, 11% in Ontario, and 
9% in the West, compared to 33% in the overall population). 


The Co-Construction of the Active Offer of French-Language Services 


Table 1. Socio-demographic Profile of the Population 


6 yrs+ | Francophones 65 years and over 
Canada Atlantic | Ontario | West 
Ce) (%) (%) (%) 
65 years and over 15 17 18 20 
Women 55 56 58 55 
M en 45 44 42 45 
No high school diploma 23 44 31 29 
Low income (1° quintile) 28 34 28 31 
Lives alone 28 26 29 36 
Rural setting 20 53 20 23 
Immigrant status 32 2 11 9 


Source of data: CCHS: 2.1 (2003), 3.1 (2005), 4.1 (2007), 2008, 2009, 2010, 2011, 2012. Canada 
excluding Quebec and the Territories. Weighted data based on a sample of 7,640 Francophones 
and 157,312 Canadians aged 65 years and over. 


Health Portrait of Francophone Seniors 


The indicator of perceived health is often used by researchers as 
a means of describing the social aspects of the state of health in a 
population; it can, for example, provide information about such 
aspects as social isolation, a sense of inferiority, self-esteem, com- 
munication, and, of particular interest to us, manifestations of cul- 
tural and linguistic minoritization. Perception of health (Baillis et al., 
2003), combined with other indicators such as the need for help to 
perform everyday tasks and reports about activity limitations due 
to a chronic condition, contribute to a more accurate and objective 
reflection of the state of health and the need for services and care in 
a given population. More than one quarter of Francophone seniors 
perceive their health to be poor or very poor (31% in Atlantic Canada, 
24% in Ontario, 27% in the West); a similar proportion of them state 
they need help with everyday tasks (29% in Atlantic Canada, 27% in 
Ontario and in the West); one out of every three reports his or her 
activities at home are reduced by a chronic condition (32% in Atlantic 
Canada, 34% in Ontario, 36% in the West). Excess weight and a sed- 
entary lifestyle, factors that contribute to chronic diseases, affect 
more than half of them: 57% of Francophones in Atlantic Canada, 
60% in Ontario, and 54% in the West state they are overweight or 
obese, and 60% in Atlantic Canada, 56% in Ontario, and 52% in the 
West state they are inactive. In terms of diet and nutrition, greater 
than half report they do not consume the recommended five daily 
portions of fruits and vegetables (53% in Atlantic Canada, 56% in 
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Ontario, 51% in the West). Finally, approximately 10% of Francophone 
seniors smoke every day or occasionally (8% in Atlantic Canada, 12% 
in Ontario, 11% in the West), and almost one senior in four reports 
drinking alcohol daily (10% in Atlantic Canada, 22% in Ontario, 21% 
in the West). In terms of mental health, 6% claim to have poor mental 
health (8% in Atlantic Canada, 6% in Ontario, 5% in the West). 


Table 2. Perceived Health, Reduced Activities, and Lifestyle 


@ yrst+ | Francophones 65 years and over 
Canada| Atlantic | Ontario | West 
(%) (%) (%) (%) 

Perceived poor health 25 31 24 27 
Perceived poor mental health 6 8 6 5 
Needs help with everyday tasks 27 29 27 27 
Restricted activities 37 32 34 36 
Overweight-obese 57 57 60 54 
Inactive 57 60 56 52 
Eats fewer than 5 servings of fruit 55 53 56 51 
and vegetables 
Smokes regularly or occasionally 10 8 12 11 
Drinks on daily basis 22 10 22 21 
Source of data: CCHS: 2.1 (2003), 3.1 (2005), 4.1 (2007), 2008, 2009, 2010, 2011, 2012. Canada 
excluding Quebec and the Territories. Weighted data based on a sample of 7,640 Francophones 


and 157,312 Canadians aged 65 years and over. 


Chronic Disease among Francophone Seniors 


In response to questions about chronic disease, one of every two 
Francophone seniors claims to suffer from asthma (41% in Atlantic 
Canada, 50% in Ontario, 44% in the West), the most prevalent condi- 
tion, followed by high blood pressure (49% in Atlantic Canada, 47% 
in Ontario, 43% in the West). Back problems affect more than one 
person in four (23% in Atlantic Canada, 29% in Ontario, 27% in the 
West). Diabetes affects 16% of Francophone seniors in Atlantic 
Canada, 19% in Ontario, and 16% in the West; heart disease afflicts 
a similar number (17% in Atlantic Canada, 21% in Ontario, and 18% 
in the West). Approximately one senior in twenty reports having 
cancer (7% in Atlantic Canada, 8% in Ontario and in the West); a 
stomach ulcer (7% in Atlantic Canada, 5% in Ontario, 4% in the West); 
a cardiovascular accident (CVA) (4% in Atlantic Canada, 5% in Ontario 
and the West); a mood disorder (6% in Atlantic Canada and the West, 
5% in Ontario); or anxiety (6% in Atlantic Canada and Ontario, 4% in 
the West). 
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Table 3. Chronic Diseases 


65 yrs+ Francophones 65 years and over 
Canada Atlantic Ontario West 
(%) (%) (%) (%) 

Asthma 45 41 50 44 
High blood pressure 48 49 47 43 
Bach aches (other than fibromyalgia 28 23 29 27 
and arthritis) 
Diabetes 17 16 19 16 
Heart disease 18 17 21 18 
Cancer 7 7 8 8 
Stomach ulcer 4 7 5 4 
Cardiovascular accident (CV A) 5 4 5 5 
M ood disorders 6 6 5 6 
Anxiety 4 6 6 4 


Source of data: CCHS: 2.1 (2003), 3.1 (2005), 4.1 (2007), 2008, 2009, 2010, 2011, 2012. Canada 
excluding Quebec and the Territories. Weighted data based on a sample of 7,640 Francophones 
and 157,312 Canadians aged 65 years and over. 


Health Needs, Use of Health Services, and Difficulties Accessing 
Services 


The vast majority of Francophone seniors have a family physician 
(97% in Atlantic Canada, 94% in Ontario and the West). Nevertheless, 
apart from those in New Brunswick (an officially bilingual province), 
most say they cannot speak French with him or her—the 69% in 
Atlantic Canada is offset by the lower figures of 33% in Ontario and 
6% in the West. The most pressing need for health care is for routine 
care, according to statements by almost three-quarters of Francophone 
seniors (74% in Atlantic Canada, 67% in Ontario, 66% in the West). 
More than one third of Francophone seniors claim to need special- 
ized care (33% in Atlantic Canada and the West, 35% in Ontario) and 
health information (32% in Atlantic Canada, 27% in Ontario, 33% in 
the West). One person in five expresses a need for urgent care (22% 
in the Atlantic and Western regions, 17% in Ontario) and one in ten 
needs non-urgent surgery (13% in the Atlantic and Western regions, 
10% in Ontario). Difficulties in obtaining the necessary services are 
a reality for 10 to 20% of seniors, depending on the nature of the 
health care they need. The need for routine care is the most obvious, 
and about 7% of seniors (8% in Atlantic Canada, 7% in Ontario, 6% 
in the West) find it hard to obtain. Specialized care seems to be the 
most difficult type of service to receive (15% in Atlantic Canada, 16% 
in Ontario, and 19% in the West), followed by non-urgent surgery 
(10% in Atlantic Canada, 15% in Ontario, 12% in the West) and urgent 
care (16% in Atlantic Canada, 14% in Ontario, 9% in the West). 
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The proportion of Francophone seniors who state they received 
home care during the past year is 15% (20% in Atlantic Canada, 14% 
in Ontario, 13% in the West) and 34% indicate they were hospitalized 
(47% in Atlantic Canada, 29% in Ontario and in the West). 


Table 4. Needs, Use, and Difficulty Accessing Health Services 


6 yrst Francophones 65 years and 
Canada a 
(%) Atlantic | Ontario) West 
(%) (%) (%) 
Has a family physician 96 97 94 94 
Usually speaks French with physician 2 69 33 6 
Need for routine care 64 74 67 66 
Need for specialized care 39 33 35 33 
Need for health information 39 32 27 33 
Need for urgent care 21 22 17 22 
Need for non-urgent surgery 11 13 10 13 
Difficulty obtaining routine care 9 8 7 6 
Difficulty obtaining specialized care 18 15 16 19 
Difficulty obtaining information 12 10 10 13 
Difficulty obtaining urgent care 16 16 14 9 
Difficulty obtaining non-urgent surgery 16 10 15 12 
Home care 14 20 14 13 
Hospitalization 35 47 29 29 
Source of data: CCHS: 2.1, 3.1, 4.1, 2009 and 2011. Canada excluding Quebec and the Territories. 


Weighted data based on a sample of 3,630 Francophones and 36,380 Canadians aged 65 years 
and over. 


To summarize, the situation of Francophone seniors is more affected 
by the rate of aging (18%); a larger proportion of them lack a high 
school diploma (34%); they live in the lowest-income quintile (30%); 
are alone (30%); and live in a rural setting (30%). These social deter- 
minants have an important influence on the state of health of 
Francophone seniors and their use of social services and health care. 
Significant numbers perceive themselves to be in poor health (27%) 
and need help with everyday tasks (28%); say their activities are 
restricted by a chronic condition (34%); are sedentary (56%); and 
report being overweight or obese (58%). These factors contribute to 
the burden of chronic disease. Although the majority have a family 
physician (95%), only 38% overall say they speak French with their 
doctor; however, there is a wide variation depending on the status 
of the official languages in the provinces. A substantial percentage 
(69%) of Francophone seniors say they need routine care; a large 
majority of them are quite fortunate in that these services are not 
difficult to obtain. All the same, between 10% and 20% of these seniors 
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do experience problems with obtaining health care. Interestingly, one 
senior out of every three (34%) was hospitalized during the year pre- 
ceding the survey. This portrait is coloured by regional variations. 
Francophone seniors in the Atlantic provinces are the most vulnerable 
socio-economically; more of them say they are in poor health and 
that they require routine care and home care. On the other hand, this 
is the region where the largest proportion of Francophone seniors 
can speak French with their family physicians, given New Brunswick's 
status as an Officially bilingual province. 


The Issue of Health Literacy: Incidence among Francophone 
Seniors 


The level of health literacy refers to the capacity of a patient to under- 
stand the treatment and care she or he receives and it is recognized 
as a core determinant of health: 


Importantly, we now understand that poor health literacy 
adversely affects people’s health. Literacy has been shown to be 
one of the strongest predictors of health status along with age, 
income, employment status, education level and race or ethnic 
group. (Jakab in Kickbusch et al., 2013, p. iv) 


The people who are the most at risk for having a lower level of 
literacy are, first and foremost, those with the least education. As we 
pointed out earlier, more than a third of Francophones 65 years and 
over have not graduated from high school. In previous empirical 
studies, we noted the importance of health literacy for seniors living 
in official language minority communities in different regions of 
Ontario (Bouchard et al., 2012a). Difficulties having access to social 
services and health care to meet the user’s linguistic and cultural 
needs, especially in rural areas or in settings where the minority 
community was extremely small, were clearly identified. These 
problems are closely intertwined with the literacy gaps among 
Francophone seniors and lead to increased difficulties in communi- 
cating with health professionals, thereby aggravating the harmful 
effects of language barriers on health. 

Gaps in education among Francophone seniors suffering from 
one or more chronic disease(s) affect their comprehension and their 
communication with health professionals, which may compromise 
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the quality of services received and thus their health. Although the 
specialized language of medicine may make the patient feel insecure, 
this problem is exacerbated if communication is, in addition, made 
more difficult by the lack of linguistic concordance between the 
professional and the senior (Bouchard et al., 2010, p. 19). 

In minority language contexts, the low level of literacy among 
seniors has a high impact on matters of health. In their 2012 analysis 
for the Public Health Agency of Canada, Mitic and Rootman revealed 
literacy deficits are even more pronounced in a second language. As 
defined above, literacy refers to general knowledge about health and 
being able to understand health issues, and thus is connected to the 
ability of individuals to obtain necessary health services and to apply 
medical advice and information correctly. 

The conceptual model produced by the Regional Office for 
Europe of the World Health Organization (WHO) breaks health lit- 
eracy into sub-categories: these include access and the ability to obtain 
information about medical care and services, prevention, illness, and 
health promotion, as well as being able to understand the informa- 
tion, evaluate it, and apply it to one’s own situation (Kickbusch et al., 
2013; Sørensen et al., 2012). 


Table 5. The European Health Literacy Survey: 
The 12 Subdimensions as Defined by the Conceptual Model 


Health 
literacy 


Understand 
information relevant 
to health 


Access or obtain 
information relevant 


Appraise, judge, or 
evaluate information 
relevant to health 


Apply or use 
information 
relevant to health 


to health 


Health 1) Ability to access 2) Ability to understand 3) Ability to interpret 4) Ability to make 
care information on medical medical information and evaluate medical informed decisions 
or clinical issues and derive meaning information on medical issues 
Disease 5) Ability to access 6) Ability to understand 7) Ability to interpret 8) Ability to judge 
prevention information on risk information on risk and evaluate the relevance of 
factors factors and derive information on risk the information 
meaning factors on risk factors 
Health 9) Ability to update 10) Ability to 11) Ability to interpret 12) Ability to form 
promotion oneself on health issues understand health- and evaluate a reflected opinion 


related information and 
derive meaning 


information on health- 


related issues 


on health issues. 


Source: Adapted from “Health literacy and public health: a systematic review and integration 
of definitions and models,” by K. Sørensen et al., 2012, BMC Public Health, 12, p. 80. 


Furthermore, the effects of deficits in health literacy, or simply partial 
understanding, may be direct or indirect, as shown in research (Petch 
et al., 2004) summarized in the DEAAC report on aging, literacy, and 
health (Racine, 2008): 
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Although the direct repercussions are more obvious [for example 
the inability to read or to understand a prescription] . . . the 
indirect consequences are no less significant. These are such 
problems as .. . stress, vulnerability, poor lifestyle, and longer 
and more frequent hospital stays. (Racine, 2008, p. 20) 


Finally, we should point out that development of health literacy skills 
is a matter of concern to all those who work in the health system, as 
well as the users themselves, of course. We recognize that citizens 
need to be making decisions about their health for themselves, not 
merely responding to decisions made for them by others; patients 
should be truly engaged and empowered to engage in care decisions; 
professionals have a responsibility to tailor their communication to 
meet the needs of their patients and see it as their responsibility to 
foster their health literacy; and politicians need to incorporate the 
notion and paradigm of health literacy into their design of policy, 
their research agendas, and their objectives for population health 
(Mitic & Rootman, 2012; Kickbusch et al., 2005). 

It is undeniably important that if we are to improve health 
services for the entire population of seniors (and in particular for 
Francophone seniors in official language minority communities), we 
must encourage all actors to consider the importance of health literacy 
and to help all seniors develop health literacy skills. This communi- 
cation issue has a tangible impact on health (health promotion, qual- 
ity of care, prevention) and disproportionately affects Francophone 
seniors who live in minority communities. They face a triple chal- 
lenge in literacy: they are very often socialized in their second lan- 
guage, English; they have less education; and they are insufficiently 
equipped to understand the specialized language of medicine. In 
this regard, we feel it pertinent to reiterate certain recommendations 
offered in our earlier research (Bouchard et al., 2012a), namely: 
actively offer services in French; train and fund “facilitators”; create, 
evaluate, and adapt communication tools; establish more local ser- 
vices; train service providers on language rights; and, finally, create 
an online or print lexicon of medical terms in French and English. 


The Issue of the Active Offer of French-Language Health 
Services: A Step toward Equity 


Research conducted with Ontario health professionals in 2011-2012 
on the concept of the active offer of French-language services allows 


119 


120 


ACCESSIBILITY AND THE ACTIVE OFFER OF FRENCH-LANGUAGE SERVICES 


us to identify several options designed to mitigate the disparity of 
health outcomes among Francophones in official language minority 
communities. From the outset, we thought it wise to adopt a working 
definition of the approach: 


Active offer can be defined as a verbal or written invitation to 
users to express themselves in the official language of their 
choice. The active offer to speak their language must precede 
the request for such services. For active offer to exist, the offer 
must be visible, audible, accessible (spoken), and clear, and greet- 
ings and services for Francophones must be automatic, like a 
reflex, and immediate. (Bouchard et al., 2012b, p. 46) 


This definition integrates several elements reflecting the character- 
istics of a person’s experience as a member of a minority that are even 
more prevalent for members of an aging population. We have every 
reason to believe the active offer of services in French encourages 
Francophones to choose health services in their own language 
(Bouchard et al., 2012a; Forgues & Landry, 2014; Deveau et al., 2014), 
and that an approach focused on waiting for a person’s request for 
services in French is a less effective option. In a situation where they 
are vulnerable, Francophone seniors are less likely to demand ser- 
vices in their mother tongue even if the services exist—unless they 
are offered explicitly. This stems from their experience of being 
culturally marginalized. “To dare to assert oneself or to advocate for 
one’s rights in a minority context, one has to not only believe the situ- 
ation is unjust, but also trust that it can change” (Forgues & Landry, 
2014, p. 98). 

The fact that it is necessary to not merely respond to a request 
for services in French but to instinctively offer them “up front” has 
been recognized by the Consultative Committee for French-Speaking 
Minority Communities (CCFSMSC), the Official Language Community 
Development Bureau, and the Ontario Office of the French Language 
Services Commissioner, among others. 

Our own research led us to make five necessary recommenda- 
tions (Bouchard et al., 2012b) for promoting an active offer of French- 
language services: a working definition of active offer; a communication 
strategy for active offer; measures to ensure the system is accountable 
for providing French-language services (FLS); a commitment to FLS 
on the part of service providers; and finally, the development of tools 
and practices for active offer that are shared and readily available. 


The Co-Construction of the Active Offer of French-Language Services 


The necessity of offering actively—visibly, audibly, and in a way 
that is clearly understood—has also been emphasized by the Regional 
Office for Europe of the WHO: 


Providing signage in minority languages not only helps ethnic 
minority patients find their way around hospitals but also cre- 
ates a sense of belonging and inclusiveness. Although plain 
language is important in conveying messages, other means of 
communication such as images, photographs, graphic illustra- 
tions, audio and videos should be considered in producing 
materials. (Kickbusch et al., 2013, p.19) 


In our opinion, this type of approach, while it may vary among dif- 
ferent regions, is very promising. Developing active offer in this way 
would contribute to better and more effective services and, ulti- 
mately, to better health in official language minority communities 
across Canada. 


Conclusion 


In this short chapter, we reviewed the specific situation of Francophone 
seniors living in official language minority communities as it relates 
to their state of health and their access to services. This review was 
intended to remind us of the disadvantages experienced by these 
groups in terms of both the major social determinants of health and 
access to resources in their own language, despite the fact French is 
recognized by the federal government as an official language. With 
this situation in mind, we were interested in learning more about 
two issues: health literacy and the active offer of services, including 
information that is written in appropriate language and culturally 
sensitive. In our view, it is vital that these issues—though utterly 
distinct in each Canadian region, province and territory—be 
addressed if we are to plan for a future in which health services are 
fair, equitable, and offered in the minority official language. 


Notes 


1. Our research program was supported by the Ontario Ministry of Health 
and Long-Term Care and its Applied Health Research Network Initiative 
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de l'Ontario (RRASFO 2009-2014). The analyses were conducted by Data 
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Abstract 


his chapter describes the experiences of Francophones in eastern 

Ontario in terms of access to social services and health care. The 
experiences and perspectives of 40 parents, seniors, and caregivers 
were collected through semi-structured interviews. Qualitative 
analysis of the transcripts, as well as visual analysis of the trajectories 
of a subgroup of nine participants, made it possible to identify facili- 
tators and challenges these users experienced in accessing French- 
language services, either from their perspective or that of their 
caregivers. More specifically, this chapter emphasizes elements that 
facilitate access; these are discussed in order to share the lessons 
learned, which can contribute to improvements in social services and 
health care in official language minority communities. 


Key Words: access to services in French, Ontario Francophones, 
qualitative analysis. 
Introduction 


This chapter describes the experience of Francophones in eastern 
Ontario who access social services and health care. Connecting this 
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analysis to the sociology of organizations presented in Chapter 1, 
this chapter begins by outlining the context of the current state of 
French-language services in Ontario. This is followed by an analysis 
of the actors and systems of action that define the social space in 
which services are offered, and then by a review of theoretical refer- 
ence points on the idea of minority identity. The contextualization 
will allow for a better understanding of the service trajectories 
reported by the participants in this study, which are discussed in the 
second part of the chapter. 


The Context of French-Language Services in Ontario 


According to the 2011 Census (Statistics Canada, 2015), Ontario’s 
Francophone minority represents 4.3% of the population. In calculat- 
ing the numbers, Statistics Canada includes 500,275 people who speak 
French as their first official language and half of the 84,225 people 
who learned French and English simultaneously. 

The French Language Services Act of 1986 (Office of the French 
Language Services Commissioner, 2009) guarantees the public the 
right to receive services in French from the ministries and organiza- 
tions of the Government of Ontario located in 26 designated regions. 
However, organizations that are partially funded by the province 
and provide services to the public (such as hospitals, children’s aid 
societies, and long-term care facilities for seniors) are not automatic- 
ally covered by the French Language Services Act; these facilities can, 
however, voluntarily ask for a designation. The designation may be 
complete (“designated”) or partial (“partially designated,” which 
means certain services or programs are offered by the organization 
but not by others). Under some circumstances, facilities may be 
strongly urged to ask to be designated by the Local Health Integration 
Network (LHIN) and the French Language Health Planning Entity 
in their region. The mandate of the French Language Health Planning 
Entities is to advise the LHINs on the organization of French-language 
services in their region (Ontario Ministry of Health and Long-Term 
Care, 2012), whereas the mandate of the LHINs is to improve coordi- 
nation and cooperation within Ontario’s health system.* To accom- 
plish this, they have control over the distribution of the majority of 
resources within their boundaries, with the exception of physicians, 
who are covered by the Ontario Health Insurance Plan (OHIP). 
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Health services covered also include certain social service 
organizations, such as community support services. For example, 
Champlain LHIN (Eastern Ontario) is responsible for planning, 
coordinating, and financing services in the following sectors: hospi- 
tals; home care agencies and community care access centres; mental 
health and addiction agencies; community support services (e.g., 
Meals on Wheels); community health centres; and long-term care 
facilities or residences (Champlain LHIN, n.d)). 


Actors in the System 


According to Champagne, Contandriopoulos, Picot-Touché, Béland 
and Nguyen (2005), the health and social services system can be 
conceptualized as an organized system of actions, located in a con- 
crete geographical and temporal context: 


Its structure is formed by the interaction of a particular physical 
structure (buildings, architecture, technical platforms, public 
and private financial resources), an organizational structure 
defined by provincial and federal laws, the regulations in effect, 
the operating rules adopted over time (governance), and a 
specific symbolic structure (representation of health, life, dis- 
ease, collective values and norms). It delineates a structured 
social space in which four large groups of actors (professionals, 
managers, commercial representatives and political representa- 
tives) interact in order to accomplish one or several collective 
projects that contribute to achieving the objectives of the health 
service system. The primary goal of the health system is to 
reduce the duration and intensity of disease by enabling any 
person suffering from an illness to have free and equitable 
access to quality health care and social services. (p. 18) 


This analytical framework proves to be very useful for understanding 
the various structures that influence the organization of services and 
access to them, as the way they are organized has an impact on the 
experience of service users navigating the health and social service 
system, including minority official language users. Nevertheless, 
some important actors are missing from this analytical framework: 
the persons using these services and their caregivers. 
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Improving the System: The Interaction Between 
Two Actors—Provider and Service User 


To improve the health system, as well as specific practices in health 
care and social services therewith in, the Ontario Ministry of Health 
and Long-Term Care (2007) decided to look for better ways to manage 
chronic health problems. This meant thinking differently about the 
way care and services were distributed. The design of the restructur- 
ing was founded on two evidence-based models in the area of chronic 
illness: (1) the Chronic Care Model (CCM) developed by Wagner and 
his colleagues in 1996 and used internationally (Wagner, Austin, & 
Korff, 1986); and (2) a variation of this model developed in Western 
Canada by Barr and her colleagues in 2003 and known as the 
Expanded Chronic Care Model (ECCM) (McCurdy, MacKay, Badley, 
Veinot, & Cott, 2008). 

The basis for the realignment in the Chronic Care Model is to 
create a dynamic relationship between the care and service provider 
(physician/health and social service team) and the person who receives 
the care and services (as well as his or her caregivers). The goals of 
integrating the relationships into the model are to improve the quality 
of the services, to adopt an approach more focused on meeting the 
needs expressed by the user and the caregiver, and to obtain better 
outcomes (Bodenheimer, Wagner, & Grumbach, 2002). The productive 
interactions between these two partners (provider and user) change 
the paradigm of urgent and short-term health care (expert provider 
and passive user) and transform it into cooperation among the caregiv- 
ers, the service user, and the providers of health care and social ser- 
vices (Bodenheimer et al., 2002). The provider becomes proactive, open 
to networking: an approach with multiple components. The service 
user and caregivers, better informed and equipped to manage the 
former’s chronic health condition, are also invited to be proactive and 
to undertake behavioural and lifestyle changes (Wagner et al., 2001). 
From this starting point, anew arrangement of actors will take shape. 

The Expanded Chronic Care Model promotes not only this 
interaction between a well-informed and well-equipped user and a 
well-prepared and proactive service team, but also the use of com- 
munity resources, the creation of supportive environments, enhanced 
community participation, and the development of public policies that 
foster health and wellness (Barr et al., 2003). The Ontario frame- 
work, inspired by the model, strives to improve the health of the 
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population—and especially of under-served groups, including 
Francophone minority language communities—by attaching value 
to and encouraging productive relationships among community 
members, service providers, health and social service organizations, 
community workers, and community organizations (Ontario 
Ministry of Health and Long-Term Care, 2007). 


Social Identity and Minority Groups 


Can people who live and work in minority language settings (users 
and service providers) become proactive while navigating the chan- 
nels of the social services and health care system and thereby pro- 
mote better access to safe, quality services provided in the minority 
language? Theories of social identity and minority groups help us to 
understand that becoming proactive while living in a minority com- 
munity is, in itself, a complex phenomenon. Social identity is con- 
structed through intergroup contacts in which individuals define 
their identity, to themselves and to others, in relation to the charac- 
teristics of their group of origin (Hogg & Abrams, 2003). People from 
the same group compare themselves favourably to other significant 
groups, characterizing themselves and their group in positive ways 
(Tajfel & Turner, 1986). Members of a given social group possessing 
particular assets are highly motivated to preserve them. 

A dominant group in a given society will consider minority 
groups less important (Tajfel, 1978). To protect its positive identity, the 
minority community will be inclined to view itself as homogenous 
and consensual. Its members will tend to be more passive, to not 
stand out, to conform to norms including those of their own group, to 
turn inward toward their own community, ignoring certain individual 
differences in order to survive (Hogg & Abrams, 2003). When a per- 
son’s social identity does not enable a positive self-image to develop, 
an individual may leave the minority group and join the majority 
group which is more highly valued and offers additional opportuni- 
ties (Tajfel & Turner, 1986). People may go as far as allowing them- 
selves to be assimilated to ensure they have access to a process of 
social integration into the new group and to achieve their personal 
aspirations. Between majority and minority language groups, the 
number, social status, and economic and political power are unequal; 
the majority group therefore appears attractive, as it has more 
resources and makes social insertion easier than the minority group. 
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Living in an English-dominant North American context, 
Francophones in official language minority communities face two 
challenges: the need to navigate daily between French and English, 
and the challenge to maintain the quality of their language of origin. 
Some people who are firmly rooted in a minority community speak a 
French coloured by English words and structures; that is, a non- 
standard language, which is used to communicate in familiar settings 
(Gérin-Lajoie & Labrie, 1999). This language not only marginalizes 
them, it arouses in them a sense of linguistic insecurity, which in 
turn leads to individuals (1) having negative reactions toward the 
way they learned to speak in their home environment; (2) alternating 
regularly between the minority and majority languages; and 
(3) making considerable efforts to correct their accents or vocabulary 
(Desabrais, 2010). Being confronted regularly with the limitations of 
their language makes them deeply conscious of their minoritization 
and the forms of language needed to advance to higher levels in the 
social hierarchy (i.e., standard majority and minority languages). 


Objectives of the Study 


As a result of these challenges, and in the wake of the question raised 
previously, the objective of this study was to learn how actors in a 
minority official language community (users and service providers) 
can become proactive within the various layers of social services and 
health care, act in a way that promotes better access to these services, 
and thus counteract the rather negative theoretical view of minority 
groups. While the study has attempted to understand the facilitators 
and the challenges associated with access to social services and 
health care in French experienced by Francophone service users, we 
deal with specific aspects in more depth in this chapter: the way key 
facilitators (caregivers or professional service providers) are able to 
overcome the obstacles to access they encounter, and the influence 
of structures that frame the delivery of these services on access to 
services in French. Emphasis will be placed on the elements that 
facilitate access in order to outline how to improve social services 
and health care in Ontario and, more broadly, services in official 
language minority communities in a wide range of contexts. This 
may be achieved through acquiring a better understanding of the 
social actors who, through their strong and dynamic presence, play 
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key roles in improving the situation of the individual or the state of 
the system. 


Methodology 


Participants 
Between summer 2012 and spring 2014, we met 40 caregivers in the 
Greater Ottawa Area: 24 parents of school-age children or youth 
(aged 6 to 18) experiencing difficulties with communication and 
social integration, as well as 16 caregiver-senior dyads (i.e., care- 
givers) of seniors 65 years of age and older who were having dif- 
ficulties with communication resulting from a neurological injury. 
The parents were recruited with the help of resource people in 
a community social services centre, a community clinic, and a 
Francophone school board. The seniors and their caregivers were 
reached through a community clinic, a day centre, and a community 
services centre. Recruiting seniors and their caregivers proved to be 
more complicated. We learned that family members and friends who 
cared for seniors are overwhelmed by their daily responsibilities; 
this explains the smaller number of caregivers who participated. In 
the remainder of this chapter, the term caregiver will be defined in its 
broadest meaning, encompassing the reality of parents and people 
who are close to the senior and provide care and services. It is a well- 
known fact that parents are often the first in line to ask for services 
for their children. In the same vein, seeking out services that are 
needed and appropriate is one responsibility among many that care- 
givers perform for seniors. 

We also interviewed a subgroup of nine caregivers or caregiver- 
senior dyads for a second time in order to better understand the path- 
ways they followed through the health and social service sector. 


Data Collection 

Data were collected in semi-structured interviews coordinated by a 
research associate with a doctorate in education. The interviews were 
conducted by four research assistants, three of whom were graduate 
students in social work, and an occupational therapist with a master’s 
in occupational therapy and more than 20 years of experience. They 
were assisted by a fifth team member who had completed a doctorate 
in education. Each of the interviews lasted between 60 and go minutes 
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and took place either in the participant’s home or in an office at the 
university, depending on the preference of the user or caregiver. 

An interview grid designed by the research team investigated 
the following: the participant’s background (family and community 
environment); the reasons that led the parent, senior, or caregiver to 
decide to obtain social services or health care for the child or senior; 
their use of different services and their service trajectories; the care 
they received; the successes and the difficulties they encountered; 
as well as their experience with the services they received in terms 
of the language in which they were provided. This protocol ensured 
that the interviews were sufficiently structured to suggest themes 
for discussion and, at the same time, were sufficiently flexible to let 
the participants speak freely during the interviews. 

In a second interview involving a subgroup of participants, a 
diagram depicting each one’s trajectory of service use (as the research 
team had interpreted it) was presented to them. The diagram was 
discussed to validate its accuracy and provide an opportunity to add 
clarifications or new information. Supplementary questions were 
added that addressed how important it was for participants to receive 
services in French, and the reasons for service interruptions or 
terminations. 


Data Analysis 

The interviews were recorded on audio tape, and transcribed in their 
entirety. The transcriptions were then imported into NVivo 10 (QSR 
International, 2012) data analysis software. Three research assistants 
coded interview data using a predetermined procedure: (1) a first 
reading of 20% of the transcriptions for the purpose of identifying 
categories (general annotation) and emerging themes (annotation 
specifying what is discussed) (Paillé & Mucchielli, 2008); (2) reaching 
an inter-rater consensus on the categories and themes among the 
research team members, who represented six different professions 
in the social services and health care sectors; (3) developing a list of 
codes (abbreviated forms of categories and themes); (4) validating the 
list of codes with the various members of the research team; and 
(5) coding the remainder of the data according to the list of codes 
identified, while leaving room for new codes to emerge. Thus, the 
data were analyzed deductively and inductively; each interview was 
examined thoroughly, then intergroup comparisons were made 
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(Huberman & Miles, 2002). The analyses showed that the data had 
reached saturation. 

Complementary to the coding exercise was a visual analysis of 
the trajectories of the 12 participants who completed two interviews. 
To produce the diagram, the services requested and received by 
participants were placed in chronological order, indicating the lan- 
guage in which the services were received. The type of facility offer- 
ing each service was noted, as was the status of that facility under 
the French Language Services Act (designated, partially designated, or 
non-designated). The means through which the participant accessed 
the service (referred by a professional, decided personally by the 
senior or the caregiver, etc.) were added, as well as the reasons for 
which the service was not received, or at least was not received in 
French. 

In this chapter, we present an analysis of the transcriptions of 
participants noting critical incidents—that is, unexpected and sudden 
events that required the ability to adapt (DeBoer, 2011; Sharoff, 2008). 
When these incidents occurred, their problem-solving skills proved 
to be effective for obtaining services in French. We also highlight the 
structural elements associated with points of interruption/discontinu- 
ation and continuity in the access to services in French, which 
appeared in the visual analysis of the trajectories. 


Results: Acting in a Way That Promotes French-Language 
Services 


The experience of people living in an official language minority com- 
munity (parents, seniors, and caregivers of seniors) in the context of 
each one’s trajectory through health care and social services is punc- 
tuated with both obstacles and successes. Based on critical incidents 
and service trajectories, the results demonstrate the conditions for 
successful access to safe, quality services in French. Overall, it appears 
these conditions exist when caregivers with several assets or qualities 
meet professionals who are committed to providing quality health 
care and services and, in addition, are aware of the importance of 
language to the actual quality. This observation is in line with the 
Extended Chronic Care Model and the adaptation of this model in 
Ontario, both described above. While the analysis of trajectories 
identifies certain structural elements that influence the access to 
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services in French, the analysis of critical incidents shows that when 
obstacles occur, service trajectories develop through turning points 
related to the actions of key facilitators. These include the caregivers 
themselves, as well as health professionals and social workers. 


The Analysis of Critical Incidents: Turning Points 


Interviews that addressed the turning points in social service and 
health care trajectories referred to triggers that signal a need for ser- 
vices, and opportunities to make links between services in order to 
benefit from networks of professionals, organizations and services. 


Triggers 
Triggers in the channels through social services and health care take 
diverse forms and can be different for children and for seniors who 
use services. Even though the people involved in the lives of service 
users may suspect that something is less than optimal, participants 
in this study usually identified an event or a critical incident that 
alerts them to needs and starts them on a search for services. Parents 
of children reported that the initial trigger occurred when a teacher 
or daycare staff member noticed an anomaly or difficulty—often 
behavioural in nature—and commented on it to parents/caregivers, 
thereby making them aware of a need and setting them off to seek 
services. The interviews showed that in seniors’ experiences, the 
initial trigger is often a particular incident that results in a crisis, 
leading to the realization that their faculties have declined and ser- 
vices are needed. 

Respondents shared many examples of times they received impor- 
tant information from a professional, which triggered their awareness 
of a need or of the severity of a problem, as this passage illustrates: 


[original: French] I told [the geriatrician] “We're going to Boston 
for a week.” And he looked at me and said: “No way .. . It’s too 
dangerous, you're going to change her surroundings and when 
you get back, she'll lose even more.” I didn’t know that... . He 
was right. (Bo12-E1) 


This kind of trigger has an influence on what happens next and on 
the direction the trajectory takes afterwards, as the awareness shapes 
subsequent decisions made by the person’s caregiver. 
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Links and Networking 

Besides the events that activated the search for services, the triggers 
in the course of services often take the form of links between points 
of service and organizations. The linkages depend on several condi- 
tions that promote networking among people in the minority lan- 
guage community. The elements are sometimes associated with 
caregivers, or with health professionals or social workers, and at 
other times with organizations or facilities that provide services. 


Caregivers and Seniors 

The capacity to link to care and services, especially in French, stems 
partly from qualities that some caregivers possess. Of particular 
importance is their open-mindedness, which encourages them to 
explore every avenue of services offered by support groups, com- 
munity organizations, and other service providers. These avenues 
may be useful because they offer services that meet an identified 
need, or because they lead to other options. Caregivers who find 
effective paths through the system, especially those who locate 
French-language services, are proactive: they take charge of the 
situation by using every opportunity to ask questions of the profes- 
sionals they meet, and by creating close connections to professionals 
who seem to be proactive themselves. As one respondent explained, 
[original: French] “The case manager who was supposed to be look- 
ing after our file didn’t call us back. When people don’t move fast or 
when I don’t get my calls returned, I call my contact person again. 
Then things get moving!” (Boo3-E2) 


Health and Social Service Providers 

Clearly, the ability of health professionals and social workers to 
network may also create important turning points in effective service 
trajectories. The service users we met mentioned the communication 
skills of key professionals. They found that these service providers, 
who engage in sustained and effective communication with them, 
as well as with their colleagues and other organizations, help them 
to find better supports. Respondents illustrated this idea by sharing 
examples of professionals who know the health care and social ser- 
vices system thoroughly and, in particular, where to find French- 
language services. They are able to offer good advice on options to 
explore and are especially helpful when users or caregivers feel they 
are at a dead end. While respondents navigate their way through 
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health and social services by trial and error, they place inestimable 
value on advice from someone who knows the pathway and can show 
them a short cut. One caregiver exclaimed: [original: French] “I would 
have never found that by myself!” (Boo7-E1) 


Inter-Organizational Collaboration 

Finally, networking among organizations that offer health care and 
social services makes it possible to locate services in French more 
readily. [original: French] “When I said I was Francophone . . . she 
told me: ‘Listen, I’m going to give your name to a Francophone who 
works here right away.’ The guy phoned me five minutes later!” 
(Boo1-E1). The participants stressed how helpful and cooperative 
the links between organizations offering French-language services 
are for them. They gave several examples of times when services are 
streamlined because there are agreements or understandings among 
organizations. This can be seen in the example of a service provider 
in a designated facility who directs the user toward other facilities 
that are designated or partially designated to offer services in French. 


[original: French] It was them [social worker at X Hospital, des- 
ignated] who told us about Y Centre, which is designated. . . . 
They told us: “Go register there . . .” They’re the ones who linked 
us up with Z agency for home care services, which is partially 
designated. (Bo11-E2) 


Structural Elements of Trajectories 


Through an in-depth analysis of the structural elements in the tra- 
jectories, it becomes obvious that when a need for services is identi- 
fied in a child who attends a Francophone school, professionals in 
the school generally refer the child to services offered in French. The 
lack of resources available sometimes causes interruptions in the 
trajectories; accordingly, both caregivers and service providers make 
efforts to bypass or overcome them. In any case, since schools are 
organized along linguistic lines in Ontario, social workers, health 
professionals, and educational professionals who work in 
Francophone school districts are usually aware of the Francophone 
or bilingual resources that exist in the public and private sectors. 
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Services for seniors, on the other hand, are not organized 
according to language, hence much less consistency is observed in 
the referrals of Francophones to services in their language. This 
realization led our team to analyze the trajectories of nine seniors in 
more detail. The channels they pursue through the system reveal 
some important structural elements concerning access to social ser- 
vices and health care in French. 

In terms of symbolic structure, some users attribute more 
importance than others to obtaining services in their language. A 
clear request generally ensures better continuity in access to services 
in French, although it does not actually guarantee it. Access to ser- 
vices in French is also modulated by the availability of the services, 
as will be seen later. 

With respect to the organizational structure of social services 
and health care, we can see some of the effects of the legal framework 
that governs French-language services in Ontario. In the nine trajec- 
tories analyzed in detail, services received from designated facilities 
are always available in French. On the other hand, in partially des- 
ignated facilities, participants almost always experience interrup- 
tions: either the services are not available in French at certain times 
of the day, or only some services are offered in French. 

The choice to go to a designated facility for specific care or 
services is not always up to the individual or to the professional 
providing advice. Some services are not offered in designated facili- 
ties. For example, when she had a cerebral vascular accident (CVA), 
Boo8 went to a community hospital that was designated under the 
French Language Services Act. Because the treatments required for a 
hemorrhagic CVA were not available there, she was transferred to a 
partially designated university hospital where services in the neurol- 
ogy department were apparently not offered in French. The situation 
had an impact on the respondent: [original: French] “I didn’t like that, 
that hospital (university hospital with neurology services). It was all 
in English.” (Boo8-1) 

Furthermore, the public health and social services system 
appears to lack resources to respond to the multiple needs of the popu- 
lation, regardless of the language of service. In a context such as this, 
many people are unable to receive the full range of services necessary 
for their health condition(s); instead, they receive the maximum 
available according to rules determined by budget restrictions. The 
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people who are most proactive in demanding and justifying their 
need for services seem to succeed better in obtaining the services 
they need. The even more evident shortage of resources offering 
French-language services may result in a lack of continuity in ser- 
vices offered in French at certain times (e.g, on weekends or during 
vacation periods), less frequent access to specialists who speak 
French, or the need to ask a professional who does not speak the 
language for a second opinion if the user desires one. 

When they reach the limit of public services, several people 
turn to private services or community organizations to meet their 
needs. Private services are not covered under the French Language 
Service Act. Finding service providers who speak French is often dif- 
ficult, and some respondents decided to accept services in the lan- 
guage of the majority (for example, private overnight care [Boo1], 
private physiotherapy [Boo8], respite lodging [Bo11]). Community 
support groups can present good opportunities for networking; even 
when their activities take place in the majority language, participants 
from the minority language group may enjoy a chance to share ser- 
vices available in their language. 

To summarize the situation, certain structural elements seem 
to facilitate access to services in French: the importance placed on 
language of service by participants or the professionals they meet; 
visiting a facility that is (fully) designated under the French Language 
Services Act; and networking among minority language speakers to 
share knowledge of existing resources in French. 


Key Facilitators 


Proactive Actors 

In the service trajectories described to us, we saw that certain people 
are particularly effective in locating French-language services. These 
key figures can be seen as facilitators or facilitators in the respond- 
ent’s route through the system. They include the caregivers and 
seniors themselves, as well as the health professionals and social 
workers whose efforts make it possible or easier to access services in 
French. The experiences shared by respondents reveal many charac- 
teristics and actions that define a key facilitator. 
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Caregivers 

Interviews showed that certain qualities in caregivers are crucial in 
obtaining social services and health care in French. In several of the 
trajectories, we witness the tenacity of caregivers who take charge 
of the situation and insist on receiving services needed by the child 
or senior for whom they are caring. Participants told several stories 
about doing Internet searches and making numerous phone calls, 
contacting many different people, and asking questions repeatedly 
in order to take full advantage of the services available. Other quali- 
ties appear to be beneficial to the service trajectories, but they are 
not the norm for caregivers’ behaviour. For example, some caregivers 
have experience in management or inside knowledge about the health 
and social service system, thereby allowing them to navigate more 
easily therein and obtain services needed by the child or senior they 
are supporting. 


[original: French] We’re lucky my sister works in the system [as 
case manager], because if that wasn’t the case, we would’ve had 
to start with the family doctor. And I don’t know if our family 
doctor knows everything that’s available. . . . I don’t know what 
I would have done on my own. (Boog-E2) 


Health and Social Service Providers 


Results show that the competency of health professionals and social 
workers is a decisive factor in the trajectories of people who use their 
services. Respondents told compelling stories about the explicit com- 
mitment of certain staff members they encountered when they tried 
to find services in French. The people distinguishing themselves 
most are those who make themselves available to listen to their cli- 
ents’ needs, advocate for them, maintain regular contact with their 
family members or support network, monitor closely and follow up 
on their situation, and ensure that they obtain the information and 
services they need. Besides this, key figures encourage the people 
they serve to find out about and take advantage of existing services 
and to be insistent in order to improve their chances of obtaining 
them. 
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[original: French] The speech-language therapist and the prin- 
cipal encouraged me to ask for the speech-language therapist at 
the school board. Otherwise [child-user] would stay on the 
waiting list forever. The school really encouraged me a lot and 
supported me. . . . There was a need, and that principal saw it. 
(Ao14-E2) 


The data emphasize the proactive capacity of service providers who 
play an important role in the service trajectories described. Their 
actions demonstrate a proactive approach centred on the person 
concerned, an ability to adapt strategies to target needs, and a high 
level of responsiveness and attention in order to tune into emerging 
needs. Several respondents also highlighted the humanity of the key 
person—that is, his or her ability to show empathy, openness and 
respect. They adapt to the needs and to the level of knowledge and 
language of the user and of the caregiver, making the care provided 
more accessible to them. 


[original: French] She [service provider] explained the test. She 
didn’t talk to me like I was dumb, she wasn’t condescending. .. . 
“Oh, wow! Yes, OK, I get what you’re doing!” Interviewer: Did 
you feel more involved that way? Oh yes, oh yes, yes. And [child], 
he understood what was happening, too. He was less scared. He 
really liked going there. He wasn’t afraid. (Ao12-E1) 


Scope of Action 


In the course of analyzing the data from interviews, we noticed with 
great interest that interactions with service providers who are 
engaged, proactive, sensitive, and encouraging have an extremely 
positive effect on the experience of the service users and caregivers. 
The importance of the role of these champions can be seen in the 
relief of respondents facing numerous difficulties in their attempt to 
get the social services and health care they need, especially in French. 
The users expressed their belief that they would have never reached 
such a positive conclusion without the support of these key profes- 
sionals. Moreover, several comments in the transcripts attest to the 
trust that users and caregivers have in the professionals who repre- 
sent key facilitators in their trajectories: [original: French]: “They 
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didn’t call me back. I went back to [the key professional], she told me, 
‘Don’t worry, I'll look after it, things will get moving”. . . . Dear Lord, 
right then I knew it. ‘Phew, she’s going to call me back.” (Boo3-E2). 
The interviews also illustrate the affective benefit these key figures 
have on the service users and caregivers interviewed. Several 
expressed a deep appreciation of these people, who have a major 
influence on their service trajectories. Their gratitude is, in part, 
linked to the connections that can generate new avenues to explore 
as they seek French-language services. It is also tied to the fact they 
are able to count on reliable and dedicated service providers. 

In short, the experiences of the people who took part in this 
study reveal that the trajectories of social services and health care in 
French are complex and follow a meandering zigzag path. They are 
profoundly influenced by turning points that assume the form of 
triggers and links, which can be initiated by caregivers or service 
providers and may be supported by networks of organizations and 
programs that offer services in French. The experiences recounted 
by respondents also illustrate the central place occupied by key 
facilitators in the service trajectories that, in turn, are influenced by 
tenacious, proactive caregivers and engaged, empathetic service 
providers. The personal characteristics we identified in key individu- 
als are clearly distinct from theories of minority identity. We would 
have expected that caregivers (and sometimes even professionals in 
minority language settings) would tend to be passive and conform 
to the behaviour and actions of the majority, and that they would not 
insist on receiving services in the minority language. Instead, proac- 
tive and cooperative interactions among users or caregivers and 
service providers truly seem to have made a difference to their 
experiences. 


Discussion: Improving Social Services and Health Care in 
Official Language Minority Communities 


This chapter draws from the experiences and perspectives of 40 par- 
ents, seniors, and caregivers who live in minority-language com- 
munities. The parents and caregivers are responsible for children 
and seniors who use French-language health and social services. 
Through an analysis of their service trajectories and critical incidents, 
we seek to identify the conditions that result in a successful active 
offer of services in French. A better understanding of these conditions 
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will make it possible to provide safe, quality French-language services 
to people in official language minority communities, as part of the con- 
tinuum of care and services in the health and social services sector. 

The results clearly indicate both the advantages and the limita- 
tions of designating facilities under Ontario’s French Language Services 
Act (1986) to offer services in French. It seems that in fully designated 
facilities the active offer of services in French is practised, while in 
partially designated facilities the active offer is not systematic. 
Although the list of partially designated facilities is public, it does 
not indicate which of the services or programs in each one are des- 
ignated. Thus, it is not possible to know if any gaps in access to 
services in French in these facilities are due to the fact that the par- 
ticular program is not designated, or to the poor implementation of 
the designation. It is possible that a partial designation is insufficient 
to create an organizational culture that promotes active offer, either 
in the designated programs or by bilingual service providers in other 
programs. In this context, the active offer of French-language services 
becomes dependent on the good will of the staff. In a situation where 
clients feel vulnerable and do not have all the information they need, 
they will be unable to figure out if they should expect to be served 
in their own language or not. They will be less likely to ask for ser- 
vices in French. Moreover, if they do ask for them but do not receive 
them, they will accept the answer without argument, as has been 
shown in the theoretical studies of social identity and minority 
groups (Hogg & Abrams, 2003; Tajfel, 1978; Tajfel & Turner, 1986). 

In line with the Extended Chronic Care Model and the adapta- 
tion used in Ontario, numerous conditions for success are put in place 
when caregivers with specific personal qualities meet health and 
social service professionals who are committed to offering quality 
social services and health care and who recognize the importance of 
providing services to users in their own language. We have demon- 
strated the way the respondents’ service trajectories changed course 
because of key facilitators (including the caregivers themselves) as 
well as health and social service professionals. These key figures 
may be Francophone, bilingual, or Francophile. 

The respondents illustrated numerous turning points that 
underscore the action of key facilitators who are able to offer relevant 
and valuable information, thereby raising awareness of a need 
for appropriate services and launching the search. Once again, net- 
working among people who speak the same language creates 
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connections between caregivers and seniors, as well as connections 
with professionals and public or community organizations (Savard 
et al., 2013). The networking and links often serve to initiate services 
or provide information on French-language services. The interviews 
also revealed the crucial role key facilitators play in paving the way 
towards services. Certain qualities in caregivers stand out, particu- 
larly their tenacity and their experience in management and knowl- 
edge of the health and social services system (Drolet et al., 2015). 
Furthermore, the experiences they recounted emphasize the impor- 
tance of the proven competency of professionals—especially their 
commitment and their proactive attitude. These qualities make 
service providers better able to support users and their families in 
their service trajectories, with the accent on ensuring as much of their 
experience as possible takes place in their own language. 

The analysis presented here highlights the action of proactive 
parents and caregivers who take charge of their trajectories through 
the health and social services system in a minority language com- 
munity. Our objective in doing so is to underline the conditions for 
success in the social service and health care trajectories of individuals 
who live in official language minority communities. The theoretical 
reference points of social identity and minority groups (Hogg & 
Abrams, 2003; Tajfel, 1978; Tajfel & Turner, 1986) suggest that people 
who speak a minority language tend to be passive and follow the 
lead of the majority, and do not insist on receiving services in their 
own language. On the other hand, a certain number of people who 
took part in this study do persevere in their efforts to obtain services 
in their own language and are often supported by proactive service 
providers. All the same, it should still be kept in mind that this pro- 
active behaviour is not typical of the parents, seniors, and caregivers 
we met (nor of the population of minority official language speakers 
overall) in terms of asking for services in their language (Drolet et al., 
2015; Forgues & Landry, 2014). Instead, the strategies and attitudes 
they demonstrate emphasize the conditions we should encourage in 
order to support successful service trajectories. This is one way we 
can improve minority-language services. 


Conclusion 


This study demonstrates that access to social services and health care 
in official language minority communities is fostered both by 
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structures that facilitate the organization of these services and by 
the perseverance of committed and proactive users and service pro- 
viders. Preventing and Managing Chronic Disease: Ontario’s Framework 
describes four important sub-dimensions that are prerequisite to 
successful implementation of the Framework’s practice and system 
changes: strong leadership; aligned resources and incentives; com- 
mitment to quality improvement; and accountability for outcomes 
(Ontario Ministry of Health and Long-Term Care, 2007). The leader- 
ship of social and community actors is helpful in stimulating the 
request for services in the minority official language. Leadership in 
organizing services has also been shown to be crucial in stimulating 
the active offer of services in official language minority communities 
and the kind of organizational culture that supports it, thereby 
ensuring that services in the minority language are available as part 
of the continuum of care that an individual may need. 

Leadership in the political arena and legal efforts in the area of 
language rights are undeniably vital. We must continue deepening 
our understanding of the benefits and limitations of the designation 
(full or partial) of facilities. Analyzing these influences in the future 
will help us find more and better ways to encourage professionals and 
managers in their efforts, as well as to give organizations the boost 
they need to foster the active offer of services to users in Francophone 
minority communities, especially in a province such as Ontario. 

In summary, our study shows that political and legal structures 
facilitate access to official language services in minority settings, 
heighten awareness and autonomy among service users and care- 
givers, and also raise greater awareness and accountability among 
service providers. These positive outcomes make it possible to bridge 
existing gaps in the formal mechanisms where services in the lan- 
guage of the minority can be obtained. 


Notes 


1. This study was made possible through the financial support of the 
CNFS—Secrétariat national, which is funded by Health Canada under 
the Roadmap for Canada’s Official Languages 2013-2018 program. 

2. This chapter deals with both health and social services: that is, practices 
in health care and in social services. However, we will use the term 
“health system” when discussing the specific elements under the juris- 
diction of the Ministry of Health and Long-Term Care. 
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Hospital Settings' 
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Abstract 


his chapter highlights the social and organizational factors 

encouraging the active offer of French-language health services 
by professionals working in predominantly Anglophone health facili- 
ties. We present a sociological perspective inviting people to consider 
the complexity of the socio-organizational environment in which 
health professionals work. Their language abilities seem to be insuf- 
ficient to ensure services are provided in both languages. The com- 
mitment of the administrators and managers, the management of 
services and human resources, labour relations, the availability of 
bilingual staff, and the legal and political context must be considered 
if we are to understand the delivery of French-language health ser- 
vices in all its facets. In a broader perspective, these factors inevitably 
reflect the social relations that exist between Anglophones and 
Francophones. 


Key Words: health services, socio-organizational environment, lan- 
guage rights, health professionals. 
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Introduction 


The access to French-language health services has attracted a great deal 
of attention on the part of Francophone actors, especially since the 
crisis provoked by plans to close the Hopital Montfort in 1997 
(Vézina, 2007). This conflict provided an opportunity for 
Francophones, politicians, and decision-makers in the public sector 
to become more deeply aware of inequalities rooted in the provision 
of health services in the two languages. It also provided an oppor- 
tunity to take note of the crucial role language plays in the safety 
and quality of care (Comité consultatif des communautés franco- 
phones en situation minoritaire, 2001). 

In the period following the crisis, a number of events took place. 
The Société Santé en francais (SSF) and its network in the provinces 
were formed, as was the Consortium national de formation en santé 
(CNFS), in order to encourage wider availability of French-language 
health services and better access to them through networking and 
partnership, the development of services offered in French, the pro- 
motion of existing services, the expansion of French-language profes- 
sional training in health and medical disciplines, and research on 
issues and challenges in French-language health care (Bouchard & 
Leis, 2008). The shortage of health professionals who speak French is 
often viewed as the main obstacle to efforts to offer French-language 
health services (Gagnon-Arpin, Bouchard, Leis, & Bélanger, 2014). 
This barrier has proven to be fairly significant, more or less so depend- 
ing on the province concerned. A link seems to be made between the 
presence of professionals who can speak French and the provision of 
health services. However, the reality is much more complex. The fact 
that there are health professionals available who can speak French 
does not in any way guarantee that services will be offered in this 
language. The social, political, and legal environment, as well as the 
organization of labour, staffing, and service delivery, shapes language 
practices and the construction of language in practice. The language 
used in the provision of health services depends on, among other 
factors, the commitment of the administration towards delivering 
services in French, the perceptions of health professionals, and, more 
generally, on the legal, political, or social context. 

This is the reason we feel it is necessary to adopt a conceptual 
framework drawing from sociological theories to examine the actions 
of health professionals in their organizational context and their social 
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environment. We wanted to know which factors, in predominantly 
Anglophone hospital environments, encourage or facilitate the provi- 
sion of French-language services for Francophone users. What bar- 
riers have to be overcome and what conditions have to be put in place 
to enable health professionals to offer services in French? This chapter 
presents the major results of our study.” To answer these questions, 
we decided to conduct case studies in predominantly Anglophone 
health facilities in four provinces: New Brunswick, Nova Scotia, 
Ontario, and Manitoba. 


Problem and Theoretical Perspectives 


Our study considers the social, institutional, and organizational factors 
that have an influence on the provision of French-language services 
in predominantly Anglophone hospital settings where there is a pro- 
portion of Francophone users. Drawing from the work of Bélanger 
and Lévesque (1991), we adopt a theoretical perspective that positions 
the actions of health professionals within the organization where 
they work. The organization, in turn, is positioned within an insti- 
tutional (political, legal, and regulatory) context, in a larger system 
in which social relations among different groups are crystallized. 

In the case interesting us, our focus is the linguistic aspect of 
health practices, the organization of labour, employment, and ser- 
vices, the institutional context, and social relations. Social relations 
between Anglophones and Francophones can translate on a legal level 
into laws and public policies in which the needs of Francophones are 
taken into consideration by protecting the right to use French as the 
language of service. These relations are not identical in every Canadian 
province. The demographic weight of Francophones, the importance 
of their institutions, the historical legacy, and the commitment to 
language among Francophones in the provinces model the linguistic 
social relations. As Michel Doucet concludes: “Therefore, because 
they appear in different contexts and are shaped by a combination 
of distinct historical, social, and political factors, language rights can 
only be asymmetrical, in their conception as in their application” 
(Doucet, 2014) 

This phenomenon is reflected in the existence (or non-existence) 
of laws and policies mandating or inciting public services, including 
health care services, to offer services in both official languages. 
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Figure 1. Health Professionals and the Organization 
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In a health facility, besides Anglophone/Francophone social 
relations, there are at least two other types of relations that weigh 
just as heavily on the organization of health services: labour and 
employment relations, which link employees to their employer, and 
consumer relations, which link users to service providers. Drawing 
from regulation theory (Aglietta, 1976; Boyer, 1986; Boyer & Saillard, 
2002), Bélanger & Lévesque (1991) propose the concept of consumer 
relations that helps explain how social relations between service 
providers and users are regulated. In their opinion, this relationship 
can be transformed when consumers, as social actors, make a claim 
or create a demand for services (Bélanger & Lévesque, 1991, p. 25). In 
this perspective, social demands made by users can certainly exert 
an influence on the way services are organized. 

It is reasonable to conclude that the periodic efforts of 
Francophones since the end of the 1960s to mobilize, advocate for, and 
protect their rights demonstrate a strong collective will to have their 
rights recognized. Their aim has been to transform the existing social 
relations in order to counter the domination of Francophones by 
Anglophones and to establish equality in their social relations (Behiels, 
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2005; Martel & Paquet, 2010). Claiming their right to services in French 
and mobilizing for action on this issue testify to the willingness of 
Francophone actors to transform the effects of inequality in social 
relations between the two groups. This transformation requires the 
intervention of the federal and provincial governments which, by 
establishing the equality of the status of Anglophones and 
Francophones and recognizing their language rights, would correct 
the inequality experienced by the latter. The intervention of the gov- 
ernment does more than allow individual rights to be protected; it also 
enhances the cultural vitality of the Francophone minority. “The State, 
by agreeing to confer rights on the minority group, acknowledges that 
it has an obligation to act in a way that protects the language and 
culture of the minority, which generally finds itself in a vulnerable 
position in relation to the language of the majority” (Doucet, 2014). 

Nationally, the equality of status of Francophones and 
Anglophones was progressively affirmed by the first Official 
Languages Act, enacted in 1969 and replaced by a new Act in 1988, and 
the Constitution Act, 1982. The legislation reflected a political consen- 
sus, or at least a compromise “politically, recognizing the principle 
of the equality of the official language and the equality of official 
language communities is the expression of a fundamental choice 
arising from a social contract” (Doucet, 2014). 

The diagram below illustrates the link between social relations, 
the struggle to transform them, language debates in public space, 
political decisions regarding language, and the development and 
application of rules of law, relevant regulations, and public policies. 

Language rights are intended to promote the equality of French 
and English in Canada’s institutions: 


16. (1) English and French are the official languages of Canada 
and have equality of status and equal rights and privileges as 
to their use in all institutions of the Parliament and government 
of Canada. 


As far as New Brunswick is concerned, the Constitution Act, 1982 pro- 
motes equality in the social relations of Anglophone and Francophone 
communities: 


16.1 (1) The English linguistic community and the French lin- 
guistic community in New Brunswick have equality of status 
and equal rights and privileges, including the right to distinct 
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educational institutions and such distinct cultural institutions 
as are necessary for the preservation and promotion of those 
communities.* 


Figure 2. Social Relations, Linguistic Debates, and Political 
Decisions in Linguistic Matters 
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On the level of individual rights, the Official Languages Act of 
New Brunswick affirms the equality of French and English in the 
public institutions of the Provinces In other words, the minority 
status of the Francophone population should not influence the lan- 


guage of service in these institutions. 


On a collective level, the two linguistic communities have a right 
to their own cultural institutions to support their vitality. Even if leg- 
islation and case law do not stipulate that health facilities are included 
in this category of institutions, the work and struggle of Francophones 
to protect their right to govern Francophone health facilities should be 
understood in this perspective. It is a matter of not only meeting the 
requirements of quality of services, but also of meeting requirements 


to protect French language and culture in the province. 
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As well as relying on legal foundations, which legitimize their 
claims for French-language services, this type of movement can also 
generate new rights or new language policies. This has been part of 
the history of Francophones in official language minority communi- 
ties, in particular in the Hopital Montfort affair, which served as a 
springboard for the Canadian Francophone population as a whole 
at the beginning of the millennium. Francophones in minority com- 
munities across Canada formed a movement to ensure better access 
to French-language health services (Comité consultatif des commu- 
nautés francophones en situation minoritaire, 2001; Vézina, 2007). 

The law can, in certain contexts, mediate the social relations 
between Anglophones and Francophones. It serves as a counter- 
weight that tips the balance in the direction of the minority, allowing 
its voice to be heard and its needs to be recognized. Outside the realm 
of its application, minorities are more likely to be subject to power 
struggles with Anglophones. However, even within its realm, as we 
will see, the law does not have a perfect record in balancing the 
power of Anglophones and Francophones. 


The Legal and Regulatory Context of the Language of Service 
in Four Provinces 


In New Brunswick, under the jurisdiction of the Official Languages Act 
and the Regional Health Authorities Act, hospitals have a legal obligation 
to actively offer health services in the official language of the patient’s 
choice As for Ontario, the French Language Services Act, enacted in 1988, 
“guarantees an individual's right to receive services in French from 
Government of Ontario ministries and agencies in 26 designated areas.” 
It provides for certain health facilities to be designated to offer particu- 
lar services in French, and provides for consultations with the 
Francophone community regarding the organization of French- 
language health services” Moreover, some health facilities are desig- 
nated bilingual and must, by virtue of this designation, offer 
French-language services to the Francophone population. In Nova 
Scotia, the purpose of the Act Respecting the Delivery of French-language 
Services by the Public Service is “to provide for the delivery of French- 
language services by designated departments, offices, agencies of 
Government, Crown corporations and public institutions to the 
Acadian and francophone community.” The French-language Services 
Regulations (2006), which govern the application of the Act, stipulate 
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the obligations of designated departments and services, including the 
obligation of health authorities to develop French-language service 
plans based on consultations with the Acadian community. 

In Manitoba, the French Language Services Policy was enacted 
in 1989, and revised in 1999. In it the Government committed to the 
following: “The services provided by the Government of Manitoba 
are offered, to the extent possible, in both official languages in [des- 
ignated] areas where the French-speaking population is concen- 
trated.” In 2016, the Government adopted The Francophone Community 
Enhancement and Support Act, affirming “The active offer concept is 
the cornerstone for the provision of French language services.” In 
the health sector, The Regional Health Authorities Act confers on the 
Lieutenant-Governor in Council the power to make regulations 
“respecting the obligations of regional health authorities in relation 
to the provision of health services in the French language, including 
without limitation, the designation of those regional health authori- 
ties which must fulfil the obligations . . .”"" The French Language 
Services Regulation made under The Regional Health Authorities Act 
provides that the designated hospitals in the province must develop 
French-language services plans (Southern Health — Santé Sud, n.d.) 
in consultation with, among other actors, the Francophone communi- 
ties in their region. According to this provincial regulation, seven 
regional health offices must offer services in French. 

Regarding the way services in the official languages are to be 
provided, we should note that, in New Brunswick, the two regional 
health authorities must actively offer health services in both official 
languages. This is how the health authorities are to apply legislation 
to active offer: 


[Government institutions] . .. must take appropriate measures 
to inform the public that services are available in English and 
French—the official language of their choice. An “active offer” 
includes answering the telephone or greeting someone in both 
official languages. They must clearly place the official languages 
symbol and all correspondence and documents of greeting must 
be in the language chosen by the client. (Government of New 
Brunswick, 2005) 


In Manitoba, at the time our data were collected, the French Language 
Services Policy stipulated that services must be actively offered in the 
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designated areas, which include some health care services (de 
Moissac, de Rocquigny, Roch-Gagné, & Giasson, 2011). In Ontario, 
active offer is subject to guidelines established by the Government, 
which serve solely as advice, although the Office of the French 
Language Services Commissioner has recommended that it be made 
a mandatory directive (Office of the French Language Services 
Commissioner, 2013). In Nova Scotia, active offer is not mentioned. 

It is reasonable to believe that the active offer of health services 
would create better conditions for Francophone users to receive ser- 
vices in their own language. Ontario’s Ontario French Language 
Service Commissioner, who has long advocated for services in French 
to be actively offered, explains that supply and demand are reversed 
in a minority setting: 


In a minority language community, the roles of supply and 
demand are reversed. Generally, in a majority language commu- 
nity, if there is a demand, it is met. In the case of French-language 
services, these services first have to be offered in order for the 
demand from them to emerge. Thus, instead of just a sign that 
reads “English/French”, service providers need to be able to effec- 
tively offer high-quality French-language services. The person 
behind the counter must be able to actively offer these services. 
(Office of the French Language Services Commissioner, 2008) 


The legal and regulatory context must be kept in mind when analyz- 
ing the results of this study. As we will see in the next section where 
we present the theoretical framework, the legal context is a dimen- 
sion of the social context helping us to understand how language 
comes into play in the organization of health services. 


The Internal Organizational Environment 


Aside from the external political and legal environment, a health 
facility must also deal with internal circumstances, notably the lan- 
guage abilities of its employments, its resources (human, financial, 
and material), and the management model guiding its operations. 
In provinces where external legal requirements ensuring the 
delivery of French-language health services are rather weak, or non- 
existent, internal pressures to respond to a demand may determine 
how and which services are offered in French. Having a Francophone 
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clientele may encourage managers to put measures into place to meet 
a particular need. In this context, legal approaches are confronted with 
management approaches, and negotiate with or surrender to them. 

The interest that managers and service providers in the health 
sector show in having their organization acquire language skills and 
cultural competence attests to this need to define the conditions 
needed to best serve a multicultural and multilingual population. 
Most of the studies on this subject are found in American research. 
A review of the literature published by Aucoin in 2008 for the Société 
santé en francais shows that Francophone organizations have discov- 
ered a new interest in research in this area. The study leads to a 
distinction between two types of responsibilities, that of health 
professionals and that of health organizations: it is the responsibility 
of health professionals to develop attitudes, behaviours, and knowl- 
edge that allow them to create a quality therapeutic relationship with 
a patient who has a different language and culture; it is the respon- 
sibility of health care systems and organizations to create an environ- 
ment, policies, resources, and learning opportunities where they can 
offer services adapted to the language and culture of their patients 
(Aucoin, 2008, p. 9). 

Referring to the National Center for Cultural Competence 
(Georgetown University, Washington, D.C.), Aucoin also distin- 
guishes between cultural competence and linguistic competence. 
While cultural competence is the ability to provide care that is 
responsive to diverse cultural sensibilities and different value sys- 
tems, linguistic competence is the “capacity of an organization and 
its staff to communicate effectively, and to convey information in a 
way that is easily understood by its diverse clients, including persons 
who have a limited understanding of the majority language, those 
who have low literacy skills or are not literate” (Aucoin, 2008, p. 9). 
In his review of the literature, this author points out that there is no 
accepted theoretical framework used by researchers to study cultural 
or linguistic competence, but that a conceptual framework is being 
developed to examine their relationship to the quality of health care. 

Drawing from the work of Betancourt (2006) and Beach, Somnat, 
and Cooper (2006), Aucoin focuses on three conceptual dimensions 
for his analysis: (1) the clinical dimension (relationship and commu- 
nication between the health professional and the patient); (2) the 
organizational dimension (the leadership of the board of directors and 
the senior management team, strategic priorities, service planning, 
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allocation of human and financial resources, implementation of care 
plans, etc.); and (3) the systemic dimension (covering the entire health 
system, public policies, and the social system) (Aucoin, 2008, 
pp. 14-15). Aucoin gives us a promising path to explore as we develop 
a conceptual framework in order to continue our research. 

After looking at the contributions to the field made by research 
into the linguistic and cultural competence of health organizations, 
we developed the conceptual diagrams reproduced here. They are 
designed to illustrate the external and internal factors likely to influ- 
ence the provision of health services in French. 

Among external factors are financial resources provided by the 
government, the legal or regulatory framework and provincial poli- 
cies, the demand for services from Francophone individuals and 
organizations, professional associations, and the existence or inter- 
vention of a commissioner or ombudsperson. It is also important to 
note that the Francophone population and its representative organi- 
zations may themselves contribute to deciding on what French- 
language services will be offered by promoting an “active demand” 
of such services, as we have seen in the actions of the Assemblée de 
la francophonie de l'Ontario (L'Express, 2009, May 19-25). Thus, 
Francophone actors keep the issue of French-language services on 
the radar by actively demanding services in the official language 
they have chosen to use. 

Among the internal factors, we can identify the willingness and 
commitment of the administration, resources (human, material, and 
financial), the existence of an internal policy and an action plan 
on language of service, the management of services and human 
resources, the linguistic capacity of health professionals and their 
perceptions about language of service, collective agreements in effect, 
and the expectations of patients. The way that provision of services 
in both official languages is defined is undoubtedly of great impor- 
tance in determining how effective the actual offer will be. 


Conceptual Diagrams 


Our research provides an overview of some of the elements likely to 
have an influence on the provision of French-language health ser- 
vices, illustrating the points of view expressed by the respondents 
in our interviews and our survey, as well as findings from the litera- 
ture we reviewed. 
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Figure 3. External Factors for Offer of Services in French 
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Figure 4. Internal Factors for Offer of Services in French 
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Methodology"? 


The theoretical framework allowed us to develop an analytical grid 
that included the various factors that influence the provision of ser- 
vices in the two official languages. This analytical grid developed 
out of a working definition of the concepts that allowed us to break 
the concepts down into dimensions, indicators and variables (Van 
Campenhoudt & Quivy, 2011). The following are the themes on which 
we collected data, using an interview protocol or questionnaire: 


e Respondent’s background 

e Language of patients 

e Linguistic skills of respondent 

e Language of service 

e Health care facility’s commitment 

e Respondent’s perceptions and opinions 

e Assessment of linguistic skills and language training in 
health facilities 

e Factors influencing the offer of services in French 

e Working language 


In the winter of 2010-2011, an electronic questionnaire was 
published online in both official languages. It was sent to health 
professionals and employees in each hospital we studied, via an 
internal electronic messaging system. The study looked at the fol- 
lowing hospitals: Yarmouth Regional Hospital in Nova Scotia, located 
in a region that is 21.4% Francophone; four hospitals in Horizon 
Health Network in New Brunswick,” located in Moncton (a city with 
a 35.0% Francophone population), Fredericton (7.1%), Saint John (4.8%), 
and Miramichi (8.5%); Sudbury Regional Hospital in Ontario, situated 
in a city that is 28.2% Francophone; and Saint-Boniface General 
Hospital in Saint-Boniface, Manitoba, where 4.1% of the population 
is Francophone. All the facilities we studied must, to different extents, 
offer services in the official language of the user’s choice. 

If we count only the people who completed at least 30% of the 
questions, 902 respondents took part in the questionnaire (see 
Table 1).4 The data analysis is descriptive in nature. In it, we both 
examine the current state of affairs in the provision of services and 
strive to understand the factors that may influence the situation. 
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Table 1. Distribution of Survey Respondents by Health Authority 


Total 
Indicate the health authority you work for 
(%) 
Yarmouth Horizon Sudbury an 

. . Boniface 

Regional Health Regional Regional 

Hospital Network Hospital Hospital 
Total Number 96 435 156 215 902 
(%) % 100 100 100 100 100 


Besides the survey, 56 semi-structured interviews were con- 
ducted during the same period. We interviewed managers at different 
ranks in the institution’s hierarchies and distributed among the 
health facilities studied, in order to determine the degree to which 
language is taken into consideration in the organization of health 
services, and how this is done. 

We also conducted a review of the literature, analyzing docu- 
ments dealing with language policies in health care, and strategies 
and action plans to promote services offered in French (identified 
through a search of websites and contacts in health facilities). The 
data we collected helped us to clarify how the legal context, the com- 
mitment of senior management, the allocation of resources, and the 
perceptions of employees influence the provision of French-language 
services in Francophone minority communities. 


Results 


Administrative Will 

The hospitals we studied have implemented plans to ensure that 
services are offered in both official languages. Horizon Health 
Network did so for the first time during the period of our research. 
Our findings tend to suggest that hospital administrators are com- 
mitted to a certain degree to offering services in both official lan- 
guages. A proportion of 65% of respondents reported that their 
hospital administration assigns considerable importance to services 
in French. If we break this proportion down by the respondents’ 
language, 56.6% of Francophones and 72.7% of Anglophones shared 
this opinion. In other words, Francophones are less likely than 
Anglophones to agree their administration places importance on 
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offering services in French. Furthermore, 67% of respondents feel 
that their hospital administration displays, to a large extent or to a 
very large extent, a bilingual corporate image. Finally, 37% of respon- 
dents state that the administrators in their hospital commit them- 
selves to offering services in French through their leadership, to a 
large extent or a very large extent. 

Here are other data related to their perception about the com- 
mitment of the hospital administration: 


e According to 36% of respondents, hospital directors and 
administrators ask employees, to a large or very large extent, 
to extend an active offer of service in both official languages; 

e According to 35% of respondents, they (hospital directors 
and administrators) ensure, to a large or very large extent, 
the presence of bilingual or Francophone staff in the depart- 
ment when organizing work; 

e According to 41%, they hire, to a large extent or a very large 
extent, employees who are able to express themselves in 
French; 

e According to 65%, they provide, to a large extent or a very 
large extent, written information (brochures, patient informa- 
tion) to patients in both official languages; 

e According to 45%, they make health care professionals aware, 
to a large extent or a very large extent, of the active offer of 
services in French; 

e According to 30%, the hospital directors and administrators 
consider language skills, to a large extent or a very large 
extent, in the case of promotions and relocation of staff 
internally. 


Management of Services and Human Resources 


The commitment of managers and administrators to active offer var- 
ies among facilities. In some hospitals, particularly those in Winnipeg 
and Sudbury, managers have targeted specific units and departments 
to offer French-language services (Emergency and the Mother-Child 
Unit, for example). Human resources departments are also managed 
in a way that places high value on hiring bilingual employees, mak- 
ing and maintaining a list of bilingual employees who can be asked 
to work during each shift, and ensuring bilingual communications, 
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in both writing and speaking. However, these arrangements vary 
depending on the hospital and its departments. Overall, reception 
services are the most likely to offer French-language services, but 
beyond the front desk, services in French are, as a general rule, hard 
to find. Nearly a quarter of respondents rate the measures taken by 
their departmental managers to offer services in French to 
Francophone patients as none, very little, or little, while 54.5% rate 
them as good or very good. 


Table 2. Measures Taken by Managers of Facilities to Offer French 
Language Service to Francophone Patients 


Indicate the health authority you work for 
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2.4 
19.7 


To offer French-language services, certain resources must be 
acquired. Among those that need to be available are bilingual 
employees, language training, and, to a certain extent, the services 


Offering Health Services in French: 


of interpreters. On the subject of hiring bilingual employees, several 
people mentioned how hard it is to recruit health professionals. 
Adding a language requirement increases the difficulty. In our inter- 
views, respondents also pointed out unions are resistant to the des- 
ignation of positions as bilingual. The language requirement is 
thought to supersede other requirements, such as technical skills or 
seniority. Some respondents were afraid to see a requirement or 
preference for bilingualism supplant other aspects of professional 
competence: [original: English] “It would be wonderful if we were 
all bi or trilingual, but I think it is more important to have qualified 
staff to perform their job, than less skilled people who speak both 
languages” (Horizon). Linguistic competence is not seen as one of 
the skills required for providing quality services: [original: English] 
“If a person can do the job, that is what counts, not which language 
they can do it in” (Sudbury). Respondents make clear distinctions 
between technical and language skills: [original: English] “Staff get 
promoted by seniority, so the language you speak has nothing to do 
with your job” (Saint-Boniface). 

The issue of cost is often raised in the comments. According to 
some respondents, a choice must be made between quality of care 
and language: [original: English] “People have to decide if they want 
their health or their language because the province cannot afford 
both” (Horizon). Language requirements are thought to be too costly: 
original: English] “Too many tax dollars wasted on this issue!” 
(Horizon). An injustice is perceived when bilingual candidates are 
required or preferred for certain positions: [original: English] “It 
seems very unfair from the perspective of an English-speaking 
Canadian not to mention an enormous financial burden for the 
province to carry the title of ‘Bilingual Province” (Horizon). This 
type of language requirement is perceived as a job offer for 
Francophones, more of whom are bilingual than are Anglophones. 

In general, the union position on language of service is a deli- 
cate subject. Employees are less comfortable expressing their opinions 
on this issue. The right of Francophone patients to be served in their 
own language seems to be in conflict with certain rights of workers. 
For some respondents, there is a way to resolve the dispute: the 
administration must work in cooperation with the union to clarify 
these two types of rights. 

Providing language training so employees will become bilin- 
gual is one solution to encourage the provision of French services. 
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However, there are limits to its feasibility. Our data show that lan- 
guage training has no or a low impact on the provision of French- 
language services, in the experience of nearly three-quarters of the 
respondents. Moreover, many respondents stated in our interviews 
that access to language training is limited and is complicated by 
schedules that do not always suit employees. Training does not, in 
any case, seem to make employees more likely to offer services in 
French and to be comfortable doing so. Many also mention the inad- 
equacy of this method, if classroom training is not supplemented by 
social activities in French to maintain the learner’s proficiency. 


Language Environment 


In some areas, as respondents noted, the Anglo-dominant context 
pushes them to use English when communicating with colleagues 
and patients. It is a fact that most Francophones can speak English. 
Several people affirmed in interviews or in their comments on the 
questionnaire that few Francophone clients ask to be served in 
French. Nearly half of our respondents said that less than 10% of their 
clientele request such service. 


[original: English] Almost all of my Francophone patients speak 
perfect English so not a common request. (Sudbury) 


[original: English] If patient speaks francais-anglais and asks if 
you speak French, they don’t understand the correct terminol- 
ogy in French and automatically switch to English. (Horizon) 


This situation has led respondents to the conclusion that services in 
French do not represent an actual need; this makes health profes- 
sionals feel more comfortable about their choice not to serve 
Francophones in their own language. According to several service 
providers, the fact that most Francophone patients are bilingual and 
can speak English diminishes the importance of offering services in 
French. 

Many respondents noted the Anglo-dominant context, in order 
to justify their own resistance towards language of service. 


[original: English] Saint John is mostly an English-speaking city 
and I feel far too many of our already scarce resources are being 
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wasted to appease a small portion of the population. I have met 
very few Francophones who cannot speak English. I do feel that 
interpretive services should be available at all times. (Horizon) 


[original: English] Once again, you need to look at the city where 
the hospital is, go into any stores our first language is English, 
those that cannot speak English are a very low minority. I feel 
that every department has French-speaking individuals should 
one not be able to communicate with a visitor or patient. I have 
worked here for several years and this has not once been an 
issue. (Sudbury) 


People may conceal their concerns with the language of health 
services under the predominantly Anglophone context, in which 
Francophones are bilingual. Given this Anglo-dominant context, 
it might appear to be simpler and more logical for unilingual 
Francophones to learn English than to provide resources for the 
provision of French-language services. 

When expressed by a bilingual patient, the need for services in 
French is perceived as a political action. This perception reveals the 
power relations between Anglophones and Francophones: [original: 
English] “I do not agree with a Francophone patient who is com- 
pletely bilingual INSISTING on Service in French and allowing a 
totally unilingual Anglophone to fumble and stutter . . . I have no 
tolerance for people ‘making a point” (Horizon). 

This comment was made by an employee of a hospital that, 
nonetheless, has an obligation to offer services in the official lan- 
guage of the patient’s choice. 

The data from our interviews show that employees feel pres- 
sured to speak to each other in English, thereby limiting their oppor- 
tunities to maintain their proficiency in French. Any professional 
and administrative communication, written or oral, must be in 
English. Informal communications can take place in French but if 
Anglophones are present or nearby, Francophones feel obligated to 
speak English among themselves, so that the norm of communication 
becomes English. 

The pressure towards English promotes the marginalization of 
the French fact in hospitals, as some respondents point out. It can 
happen that Francophone patients and employees communicate 
in English without realizing they are Francophones. As a result, 
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respondents are very often unaware that there are Francophone col- 
leagues or patients in the hospital. 


The Multicultural Context 


From the perspective of several managers and health professionals, 
the multicultural nature of the region, the province, or the country 
seems to indicate that the need to offer French-language services is 
of relative or even little importance. 


[original: English] French is not the only other language spoken 
in NB. We are becoming a melting pot of cultures and I do not 
feel it is fair to only stress French as a second language. (Horizon) 


[original: English] Yes, all languages are important to be acces- 
sible to pts [patients] not just French. (Sudbury) 


One respondent thinks that being proficient in Italian is more impor- 
tant to communicate with patients who are seniors: [original: English] 
“What about the rights of other nationalities . . . You can’t be consid- 
ered bilingual unless the other language is French . . . In Sudbury, 
Italian is a better asset to have in communicating with the elderly 
population” (Sudbury). 

Other respondents mention the importance of other language 
groups: 


[original: English] I feel that the hospitals should offer all lan- 
guages that are dominant in geographical area, not just for French, 
but also in this area, i.e., Ukrainian, Finnish, Italian, etc. (Sudbury) 


[original: English] Well, in the region that I serve, there are just 
as many or more immigrants that speak languages other than 
French that we also have to treat, assist and serve equally. 
(Saint-Boniface) 


Some respondents question the fact that employees who speak French 
are hired, because of the multicultural context: 


[original: English] Most patients I serve speak anything but 
French. The work area that I am in has a guide of how many 
French-speaking employees they must hire. This is not necessary 
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for the reason above. If this is what the government wants, why 
is it just St: Boniface Hospital that has this policy. We are a multi- 
cultural country. (Saint-Boniface) 


Contradicting a widespread perception, one respondent claims that 
it is not a problem to find staff members who speak French, but that 
facilities should concentrate on other languages: “It is never a prob- 
lem to find staff who speak French. It is very hard to find staff who 
speak Chinese, Japanese, Filipino [Tagalog], Mandarin, Aboriginal 
languages. That is what this hospital should be concentrating on, not 
French” (Saint-Boniface). 
Other respondents concur: 


[original: English] As much as I believe that offering French is 
important to the French-speaking patients, it is just as important 
to address the other languages in our specific area. I strongly 
believe that they are forgotten. (Sudbury) 


[original: English] Our patient population is largely Aboriginal— 
many nurses on our unit have commented that it would be more 
beneficial to have staff who speaks Aboriginal languages (Ojibwa, 
Cree, Oji-Cree) than French. (Saint-Boniface) 


The affirmation of the multicultural reality is made simultaneously 
with that of the Anglophone majority: 


[original: English] We are a multicultural society. Not only do 
we have French-speaking people, we also have Ukrainians, 
Asians, Filipinos, Italians, Germans, East Indians and so on. ... 
We must consider the other groups and not make them feel that 
they are not as special as the French. Singling one group out is 
very unfair, unrealistic and unprofessional. English is the inter- 
national language and most people understand it. Let’s not rock 
the boat and play favourites. (Sudbury) 


Another comment juxtaposes the multicultural reality with the real- 
ity of an Anglophone majority this way: 


[original: English] I feel you are putting more relevance on French 
speaking patients over any other foreign language. What makes 
them so special? We get just as many Spanish, Filipino, German 
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patients. Should we all have to learn those languages too? This is 
Winnipeg, Canada. We speak ENGLISH here. (Saint-Boniface) 


In the opinion of these respondents, Francophones receive special 
treatment compared to other minority groups. There should be no 
difference, they feel, between Francophones and groups of immigrant 
origin. In the end, all should be assimilated into the Anglophone 
majority. Another respondent suggests the same thing: [original: 
English] “Canada is a country of many nations. French should not 
receive special services.” (Saint-Boniface) 

When referring to Canada’s multicultural context, Anglophones 
dilute the rights of Francophones in the area of language of service 
by equating the official language minority with all other ethnic 
minorities: the right of immigrants is placed on an equal footing with 
that of Francophones. The management perspective on this matter 
tends to consider it only in terms of the influence of the language of 
communication on the quality of care offered. Therefore, no distinc- 
tion can be made between the Francophone patient and the newcomer 
who speaks any language other than English. Only one comment by 
an Anglophone mentions the existence of the two official languages 
of Canada: [original: English] “French is our second official language 
in Canada—all health care should be provided in this language 
because we live in Canada. To not have it available is unacceptable.” 
(Saint-Boniface). However, the vision of the majority of Anglophone 
respondents is of a multicultural country rather than a country where 
there are two official languages and the equal rights of Anglophones 
and Francophones are recognized. 


Perceptions of Employees 


The data from this study show that 58.3% of respondents totally or 
partially recognize the right of Francophones to receive services in 
the language of their choice. The percentage climbs to 90.7% among 
Francophone respondents, and falls to 43.9% among Anglophones. 
When French-speaking patients who speak English well ask to be 
served in French, 40% of respondents agree totally or strongly that they 
have the right to receive services in French. There again, Francophone 
respondents are much more inclined to agree that they have the right 
to be served in French (67.5%) than do Anglophones (26.6%). 
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In the opinion of the majority of respondents (72.6%), the hospital 
should assign very great importance or great importance to services 
in French. The proportion is higher among Francophones (94.4%) 
than among Anglophones (64.5%). However, somewhat fewer than 
half of respondents (51.2%) feel their hospital should not make any 
more effort or should make a little more effort to offer services in 
French. The proportion of Anglophones (65.3%) who are of this opin- 
ion is greater than the proportion of Francophones (20.7%). On the 
other hand, the majority of respondents (73.0%) state they are willing 
to make more effort to offer services in French; Anglophones seem 
less willing to do so than Francophones (65.3% as compared to 92.4%). 

When asked about having to offer services in the official 
language of the patient, several respondents said during the inter- 
view that they do not dare to actively offer these services, because 
they are not bilingual. They are afraid that if the patient speaks 
French they will be unable to understand or to continue the con- 
versation. This would seem to indicate they are unfamiliar with 
the measures to take in this situation, or perhaps that they do not 
want to take them. 


Perceived Barriers 


We asked respondents to tell us to what extent certain elements of 
the organization of services could be considered barriers. Looking 
at the respondents who perceive that the following factors are an 
average, significant, or major barrier, we find that for 66% of respon- 
dents, the insufficient linguistic skills of health care professionals 
is one of the barriers; for 42%, it is professionals who feel it unneces- 
sary or unimportant to offer services in French that is a barrier; for 
23%, it is hiring practices that favour the unilingual Anglophone 
staff; for 19%, it is professional promotions that favour the unilin- 
gual Anglophone staff; for 19%, it is the perceptions of senior hos- 
pital administrators (who feel it unnecessary or unimportant to offer 
services in French); for 27%, it is the fact that senior administrators 
fail to implement systems aimed at assisting professionals in offer- 
ing services in French; for 18%, it is the collective agreement between 
the professional association and the employer. Generally speaking, 
each of these barriers is considered more significant by Francophones 
than by Anglophones. 
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The Language in Which Services Are Offered 


The interviews revealed that a significant proportion of Francophones 
do not receive health services in French. The table below shows that, 
according to 31.6% of respondents, fewer than 30% of Francophone 
users receive their services in French. 


Table 3. Proportion of Francophone Patients Who Receive Services 
in Their Language (by Health Authority) 


Proportion of 
Francophone patients | Yarmouth | Horizon | Sudbury a 
who receive services | Regional Health Regional Boniface: i| Toes A) 
in their language H ospital Network H ospital Regional (263) 
H ospital 
(as a %) 
0-9.9 5.7 16.2 14.8 29.7 16.4 
10- 19.9 17.1 3.9 8.2 16.2 8.4 
20 - 29.9 17.1 3.9 8.2 5.4 6.8 
30 - 39.9 8.6 2.3 1.6 8.1 3.8 
40 - 49.9 0.0 15 8.2 2.7 3.0 
50 - 59.9 17.1 8.5 16.4 5.4 11.0 
60 - 69.9 0.0 | 15 | 0.0 54 | 15 
70 - 79.9 8.6 7.7 8.2 5.4 7.6 
80 - 89.9 8.6 13.9 115 5.4 11.4 
90- 100 17.1 | 40.8 | 23.0 16.2 | 30.0 
Total (%) 100 100 100 100 100 


Interviews also helped us to identify the fact that greetings and 
reception are the main services provided in both official languages. 
Some departments that serve higher proportions of Francophones 
(because they provide specialized services, for example) or are des- 
ignated or prioritized (as they may be in Ontario or Manitoba) also 
provide more services in both official languages. As for whether 
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these services are actively offered in both official languages, the data 
in the table below indicate that the active offer of service in both 
official languages is quite marginal (1.6%), while 68% of respondents 
speak to users in English at their first visit, 16.8% in French, and 13.6% 
say they speak to them in their language. In the last case, information 
about the patient’s language may be found in his or her medical 
records (the family name might be a hint), or may be indicated by 
the colour of the bracelet the patient is wearing (the method used at 
Saint-Boniface Hospital at the time of this study). 


Table 4. Language Used During Patients’ Initial Visit 


el Authonties 


Resi 


We wanted to find out if respondents provided services in 
French when a user spoke to them in French. A quarter of respon- 
dents (25.5%) said they sometimes, rarely, or never reply in French 
(see Table 5). We asked them what they did when a patient spoke to 
them in French (see Table 6). Most respondents said they asked if she 
or he spoke English, and, if so, continued the conversation in English. 
They may also seek the help of a Francophone colleague to translate 
or refer the patient to a Francophone colleague. A proportion of respon- 
dents will ask if someone accompanying the patient can translate. 
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Table 5. Language Used by the Patient and Language Used 
by the Health Professional 


0 
Indicate the health authority you work for Toral Ge) 


Yarmouth | Horizon | Sudbury aad 


Regional Health Regional 


Hospital | Network | Hospital Regional 


If the patient 


speaks to you 
in French, do 


you serve 
him/her in 
French? 


Table 6. Actions of Professionals When Patient Speaks French 


: Always - 
W hat measures do you take to serve a French patient? Often (%) 
l ask the patient if he/she speaks English and, if so, | continue in English. 36.1 
| seek the help of an equally qualified Francophone colleague to translate. 27.0 
I refer the patient to a Francophone colleague. 19.6 
| seek the help of a Francophone employee, regardless of his/her professional 186 
qualifications. 
|_ask the patient if someone accompanying him/her can translate. 18.2 
| use the services of the hospital interpreter. 4.2 


The majority of employees (79.2%) said that, in their opinion, 
the hospital where they work is required to offer services in French. 
Except for the hospitals that belong to the Horizon Health Network 
in New Brunswick, those in this study have prioritized which depart- 
ments offer services in French.” It is startling to realize that a sig- 
nificant proportion of employees who replied to our questionnaire 
(48.7%) say they were not informed of the working language, or the 
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language in which they should offer services at their hospital. What 
is more, 35.4% stated they were never informed of resources available 
to assist them in offering services in French. 


Discussion of Results 


The data from this study show that despite the existence of a legal 
context requiring or inciting hospitals to offer French-language health 
services, facilities are confronted with several barriers when they try 
to implement measures for this purpose. Taking language into 
account in the organization of services depends on factors external 
to health facilities and on which administrators and managers have 
little influence. At this level it is political (governments, political 
parties, ombudsperson), social (Francophone and Anglophone popu- 
lations), and professional actors who have an influence on the context. 
These actors can encourage or mandate that language be considered 
in the organization of health services. Within the health facilities 
themselves, decision-makers and managers can influence the provi- 
sion of French-language health services in various ways, starting 
with the administrators’ own commitment and willingness to make 
offering services in French a core part of the way services are orga- 
nized. Nonetheless, the actions of these actors are framed by the 
social relations between Anglophones and Francophones. This means 
that Anglophone managers and health professionals perceive the 
situation differently than Francophones. Based on their perceptions, 
which we have presented, Anglophones tend to minimize the impor- 
tance of language rights, mainly because of the predominantly 
Anglophone context to which Francophones have to conform, and 
the multicultural and multilingual context that dilutes the language 
rights of the majority. This also minimizes the significance of the 
rights which, as Michel Doucet reminds us, are aimed at promoting 
the vitality and the social and cultural development of minorities 
(Doucet, 20147). Because they see language as a simple tool of com- 
munication, Anglophones do not fully understand why a bilingual 
Francophone would ask to be served in French. “Once a language is 
no longer considered a social necessary, language rights represent at 
best a type of accommodation, enabling an individual to communi- 
cate, in specific conditions, with the State” (Doucet, 2014). 

By stripping a language of its function in constructing and 
maintaining identity and of its role in the survival of the community, 
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the objective of protecting it in order to ensure the survival of a lin- 
guistic and cultural community in an Anglo-dominant context disap- 
pears from view. “Politically, the recognition of the principle of the 
equality of the official languages and the equality of the official 
language communities is the expression of a fundamental choice 
rooted in the social contract” (Doucet, 2014). 

The principle of equality is also aimed at countering the ten- 
dency, in an Anglo-dominant context, to use English as the language 
of communication. Instead, it should motivate the decision-makers 
and health professionals to promote the use of French. 

The Anglo-dominant context undoubtedly explains the low 
demand for services in French. A study by Deveau, Landry, and 
Allard (2009) examining the factors that prompt Francophones to use 
French-language public services reports that, when the offer of ser- 
vices is made actively in both official languages, there is an increased 
probability that users will seek services in their own language. In 
other words, if the offer of services is made in English, Francophones 
are less likely to ask to be served in French; this applies especially 
in settings where the minority is very small and Francophones have 
already become accustomed to the fact that public life and activi- 
ties happen in English (Landry, Allard, & Deveau, 2011, pp. 38-39). 
Meanwhile, when bilingual Francophones ask for services in French, 
it may be perceived as a political act (Charbonneau, 2011). Besides 
these factors, hospitalization places patients in a vulnerable situation, 
and they generally feel they are in a weak position to ask for services 
in their language, even if their situation accentuates their need for 
them (Bernier, 2009; Boudreau, 1999). At the same time, we know that 
when communication is hampered by misunderstandings or a lack 
of understanding, there is a real risk that the quality of care will be 
affected (Bowen, 2001). 

The demand for services in French can arise from other sources, 
notably from Francophone community organizations that are very 
well placed to raise the awareness of decision-makers and hospital 
administrators regarding the importance of offering services in 
French. The goal is to make it clearly understood that an Anglophone 
context has an influence on the low rate of demand for services in 
French. Increasing the awareness of managers also leads to the intro- 
duction of measures that will help Francophone patients to feel truly 
comfortable about choosing French as the language for their health 
services (Office of the French Language Services Commissioner, 2015). 
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Conclusion 


From our analysis, we can see that despite the existence of a legal 
context that requires or incites health facilities to offer their services 
in both official languages, several other factors have to be considered 
in order for language to be considered a core part of the provision of 
health services. These factors cannot be viewed independently of the 
social relations existing between Anglophones and Francophones. 
The persistence of power relations between the two language groups 
explains, in part, the barriers that arise on the road toward providing 
services in both official languages. How and to what extent language 
is taken into account in the organization of services is a reflection of 
the state of these relations. Consequently, the way language rights 
play out in reality is the result of a complex process in which several 
factors interact. These include social factors stemming from the pro- 
cess of socialization and internalization of certain norms, framing the 
use of French in particular contexts; economic factors through which 
material, human, and financial resources are brought into a context 
where they are limited; cultural factors rooted in the values, beliefs, 
and perceptions about an individual's identity and of the status and 
legitimacy of language and language rights; and political factors that 
play out in relations and balances of force, influence, and power. 
The fact that a legal framework has been established does not 
make it any less necessary to have a strong political commitment, if 
language rights are to be fully respected. In the opinion of Joseph Yvon 
Thériault, when language rights exist, this can lead to the impression 
that the results the community is striving for have already been 
achieved, and diminishes the motivation and the political will to pro- 
tect the interests of Francophones or to work for the recognition of the 
reality of the minority in general. This is one of the effects of what can 
be called the “juridification of the minority fact,” and which sets aside 


the question of language minorities from public debate on the 
political stage. Parliaments, the political class of the majority 
and of the minority, now has permission to spare themselves 
the need to act—and that accounts largely for what has happened 
over the last few years . . . The judges will look after it. (Thériault, 


2009, P. 53) 


Thériault believes that the juridification of the minority fact “has the 
effect of masking the power relations at play. It brings the language 
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community out of a political relationship in order to define it as a 
community of rights-holders” (ibid., p. 53). But this process goes 
further yet. Still in Thériault’s words: 


Juridification proceeds from a sort of levelling-off or a flattening 
that, ultimately, has the effect of emptying the social content 
from the political and historical contents that gave social action 
substance and depth. Juridification is, then, the unbounded 
expansion of the logic of modern law. (ibid., p. 52) 


This thesis, in itself, needs to be validated in the field, especially in 
the case concerning us here, the health field. It is true that Francophone 
organizations working in the health sector (Consortium national de 
formation en santé, Société santé en francais and its affiliated networks), 
in spite of being born out of protests and claims by Francophone 
actors, refuse to exert an advocacy role in the health field (Forgues 
& Mouyabi Mampoumbou, 2014). Even if they are not lobbying orga- 
nizations, they owe it to themselves to develop strategies to move 
services in French forward in legal and political contexts that may or may 
not be favourable towards progress, depending on the province. 

Even when they are recognized, language rights cannot manage 
to hide or entirely eliminate the power relations. Despite the fact that 
they can, to a certain extent, mask the power imbalance, our analysis 
shows their decisive effect on the application of language rights. 
Although they need to deal with language rights, power relations 
continue to create barriers for integrating language needs in the 
organization of services. They determine how language will play out 
in the way health services are organized, and the extent to which 
they will be taken into consideration in the organization of services 
for Francophone patients, at all levels of organization. 

Language rights do not suffice to counter, or even reverse, the 
domination of the Anglophone majority group towards the 
Francophone minority. Francophone actors need to understand that the 
progress made in the area of language of service can be attributed to 
the mobilization of Francophone and Acadian communities who have 
engaged on the political level (federal and provincial governments) in 
advocating for measures to be applied to improve the provision of 
French-language health services. For language rights to be applied and 
for political decisions to be respected, organizations and actors must 
remain vigilant and, if necessary, lead whatever political and legal 
campaigns are necessary to ensure their rights are respected. 
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Notes 


1. 


10. 


TT. 


This chapter is based on research funded jointly by the Consortium national 
de formation en santé and the New Brunswick Department of Health, and 
which has been published as a report (Forgues, Bahi, & Michaud, 2011). 
We thank everyone who has contributed, even indirectly, to this study. 
Readers may also be interested in reading the report, which presents 
the theoretical framework, the methodology, and the results of our 
analysis in more detail (Forgues, Bahi, & Michaud, 2011). 

Document published in Kindle format, not paginated. 

The Constitution Act, 1982, Schedule B to the Canada Act 1982 (UK), 1982, 
c 11. Institut canadien d'information juridique. Retrieved from: https://www. 
canlii.org/en/ca/laws/stat/schedule-b-to-the-canada-act-1982-uk-1982- 
c-11/latest/schedule-b-to-the-canada-act-1982-uk-1982-c-11.html. 
Retrieved February 13, 2017. 

Official Languages Act. Government of New Brunswick, Legislative 
Assembly. Retrieved from https://www.gnb.ca/legis/bill/editform-e. 
asp?ID=134&legi=54&num=o&page= Retrieved February 13, 2017. 
Official Languages Act, enacted on June 7, 2001, sanctioned June 7, 2002. 
Official Languages Act. Government of New Brunswick, Legislative 
Assembly. Retrieved from https://www.gnb.ca/legis/bill/editform-e. 
asp?ID=134&legi=54 &num=o&page=. Regional Health Authorities Act, 
enacted on January 11, 2001. Institut canadien d'information juridique 
[online]: https://www.canlii.org/en/nb/laws/stat/rsnb-2011-c-217/latest/rsnb-2011- 
c-217.html. Both retrieved February 13, 2017. 

Government of Ontario website. Retrieved from https://www.ontario. 
ca/laws/statute/gof32. Retrieved February 13, 2017. 

Chapter 26 of the Acts of 2004, amended 2011, c. 9, ss. 17-22, An Act 
Respecting the Delivery of French-language Services by the Public Service. 
Retrieved from http://nslegislature.ca/legc/statutes/frenchla.htm. The French- 
language Services Regulations made under Section 10 of the French- 
language Services Act. Retrieved fromhttps://novascotia.ca/just/regula- 
tions/regs/flsregs.html. Both retrieved February 15, 2017. 

French Language Services Policy, March 1999. Government of Manitoba 
website. Retrieved fromhttp://www.gov.mb.ca/fls-slf/pdf/fls_policy.pdf. 
Retrieved February 13, 2017. 

The Francophone Community Enhancement and Support Act. Legislative 
Assembly of Manitoba website. Retrieved from https://web2.gov.mb.ca/ 
bills/41-1/pdf/boo5.pdf. Retrieved February 13, 2017. It is important to 
note that at the time of our study, the Act had not yet been adopted. 
The Regional Health Authorities Act, C.C.S.M., c. R34, enacted on 
November 19, 1996, version in effect since November 9, 2012. 
Government of Manitoba website. Retrieved from http://web2.gov.mb.ca/ 
laws/statutes/ccsm/_pdf.php?cap=r34. Retrieved February 13, 2017. 
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12. Our study received approval from the ethics committee of the Université 
de Moncton as well as ethics committees at the health facilities involved 
in the study. 

13. We received additional funding to include four New Brunswick hospi- 
tals in our study. 

14. According to the data we obtained on the number of employees in the 
hospitals we have studied, this figure represents a participation rate of 
approximately 8% for Yarmouth Regional Hospital, 3% for the Horizon 
Health network, 4% for Sudbury Regional Hospital, and 5.5% for Saint- 
Boniface General Hospital. The fact that some groups of employees did 
not have access to a computer at their workplace should be taken into 
consideration. Several respondents stated that the questionnaire was 
too long. 

15. Due to the limitations of space, we have not included all the data tables 
we produced. They are available in the full report (Forgues, Bahi, & 
Michaud, 2011). 

16. At the time of the study, Sudbury Regional Hospital undertook steps 
to become designated as a fully bilingual hospital facility. 

17. We are referring to the Kindle version of the book, which is not 
paginated. 

18. In Thériault’s opinion, “juridification” is aimed at “describing a general 
process through which the judicial sphere comes to be an exemplary 
site for political organizations and for defining standards and norms 
in contemporary societies—the government of judges . . .” (p. 51). Thus, 
a substitution of the legal for the political takes place. 
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Abstract 


his chapter explores the experience of bilingual professionals 

with the provision of health and social services in the official 
language of minority communities in Canada. Seventy-two profes- 
sionals from Manitoba and eastern Ontario describe the main issues 
associated with language access, and the challenges with which they 
are faced in their day-to-day responsibilities with the active offer of 
these services. Professionals reported challenges such as shortage of 
bilingual professionals and services, and difficulty identifying clients 
who wish for services in the official language of the minority and 
finding bilingual professionals, as well as lack of organizational 
support to actively offer services in the minority language in health 
facilities. Some suggestions to better support the practice of active 
offer are provided. 


Key Words: active offer, health and social services, official language, 
minority communities, professionals. 
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Introduction 


It has become increasingly clear that in order to ensure effective com- 
munication between a service provider and a person needing services, 
both need to “speak the same language”. Language concordance is 
recognized by health systems as being of fundamental importance in 
the provision of client-centred care (Bowen, 2015; Ohtani et al., 2015; 
Schwei et al., 2015). A review of the international literature shows that 
language barriers have a significant impact on accessibility of care, 
patient safety, and quality and outcome of care, and may incur addi- 
tional costs due to readmission or prolonged hospitalization (Bowen, 
2015). The direct provision of services by a bilingual service provider 
is the preferred method to ensure language concordance. Professional 
training programs in the minority official language (Consortium 
national de formation en santé, 2015), and opportunities integrated 
into professional practice to further develop linguistic competencies 
(Betancourt et al., 2003), make it possible for professionals to provide 
safe and quality services in the service user’s official language of 
choice. The question we need to ask ourselves is whether the presence 
of bilingual staff is sufficient to ensure that an active offer of services 
in the minority official language is made regularly and continually. 
What language issues should be considered? Are there challenges 
within social service and health facilities making it difficult for a 
professional to offer services in the service user’ official language of 
choice? A better understanding of the experience of providers is 
needed to identify the realities and challenges involved in actively 
offering services in the official language of the minority. 

This chapter presents the results reported in two exploratory 
qualitative studies, one conducted in Manitoba and the other in 
eastern Ontario. The objective of both was to learn about the experi- 
ence of bilingual health and social service professionals, whether 
Francophone or Anglophone fluent-in-French, regarding the offer of 
services in the minority official language, in this case French lan- 
guage services in two communities outside Quebec. Although these 
studies were independent and took place in two different minority 
language contexts, their common objectives, similar research meth- 
odologies and comparable sampling make it possible to identify 
common themes. The legal context regarding language and services 
in both provinces will be presented, as well as barriers reported in 
the literature on service provision in the minority language. The 
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methodology used for data collection and qualitative analysis of 
results will follow. Findings will be categorized in relation to themes 
emerging from discussions with the participants, more specifically 
issues and challenges associated with service provision in the minor- 
ity language. Current practices promoting language access will then 
be highlighted. Finally, recommendations will be proposed, suggest- 
ing helpful strategies to address barriers to the provision of services 
in official language minority communities. 


Minority Language Context in Two Central Canadian Provinces 


Although the two provinces where these exploratory studies took 
place are neighbours, their legal contexts framing language rights 
and policies are distinct. In Ontario, the French Language Services Act, 
1986 (Office of the French Language Services Commissioner, 2009) 
guarantees the right of the public to receive French-language services 
from Government of Ontario ministries and agencies in 26 designated 
regions, including the Champlain region in eastern Ontario where 
the study was conducted. However, services mandated and partially 
or fully funded by public funds, such as hospitals, children’s aid 
societies, and long-term care facilities are not automatically subjected 
to the French Language Services Act; these organizations can volun- 
tarily request a designation. Their designation may be full or partial 
(that is, it may apply to certain services or programs and not others 
within the organization). In particular circumstances, facilities may 
be urged to request a designation by the Local Health Integration 
Network (LHIN) and the French Language Health Planning Entity 
in their region. The latter is responsible for advising the LHIN on 
the organization of French-language health services in its region 
(Ontario Ministry of Health and Long-Term Care, 2012), while the 
LHIN is responsible for improving the coordination and engagement 
of communities in Ontario’s health system. 

In Manitoba, a French Language Services Policy allows French- 
speaking Manitobans and facilities that serve them to benefit from 
comparable government services in the language of the laws of 
Manitoba (that is, English and French in designated regions, where 
the French-speaking population is concentrated (Francophone Affairs 
Secretariat, 1999). Designated regions include three districts in the city 
of Winnipeg and several rural Francophone communities, mainly in 
the south of the province (Francophone Affairs Secretariat, 1999). The 
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policy applies to several sectors: in health and social services, it applies 
to facilities and regional health authorities (RHAs) designated as 
bilingual (that is, 4 of the 5 RHAs). The Regional Health Authorities Act 
(Government of Manitoba, n.d.) requires bilingual-designated RHAs 
to submit a French-Language Services plan and have it approved every 
five years. In addition, the Santé en francais organization, which is the 
official voice of the Francophone community in matters of health and 
social services, advocates for Francophones with governmental, insti- 
tutional, and professional bodies to improve access to quality services 
in French throughout Manitoba (Santé en frangais, 2017). 


Barriers to Service Provision in the Minority Language 


Besides the language barrier, which can hamper effective communi- 
cation, other organizational challenges influence institutional capaci- 
ties related to language access services. International studies on 
ethnolinguistic minorities have identified some of these challenges: 
difficulty matching providers and clients with language concordance; 
limited access to assessment tools and resources in the client’s lan- 
guage of choice; and lack of language provisions in organizational 
policies are among them (Attard et al., 2015; Hudelson & Vilpert, 2009; 
Mygind et al., 2016). In linguistic minority communities in Canada, 
gaps in service provision and lack of visibility of bilingual profes- 
sionals have been identified as important obstacles (Fédération des 
communautés francophones et acadiennes du Canada [FCFA], 2001). 
A recent study conducted in hospitals in four Canadian provinces 
revealed that despite consideration for the language of the minority 
when planning service delivery, human resources management, and 
written and oral communications, access to services in French 
appears to be coincidental (Forgues et al., 2011). Among factors that 
contribute to the near-absence of active offer are: a lack of recognition 
on the part of employees and managers alike of the importance or 
necessity of providing services in the minority language; manage- 
ment practices that favour hiring unilingual Anglophone staff; and 
lack of commitment from senior management regarding language 
access provision (Forgues et al., 2011). 

Recently, a number of resources have been developed to increase 
the professionals’ capacity to respond to their clients’ linguistic needs. 
Interpreter services and translated documents, such as assessment 
forms and health-related documents, have been made available 
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(Bischoff & Hudelson, 2010; Bowen 2004; Semansky et al., 2009). 
However, interpretation is often provided by volunteers or family 
members despite reported risks associated with using ad hoc, untrained 
interpreters (Flores et al., 2012; Kilian et al., 2014). Bilingual profession- 
als themselves are often called on by co-workers to act as interpreters 
(Johnson et al., 1999) or to translate workplace tools (Verdinelli & Biever, 
2009). Invariably, these tasks create an additional workload that is 
neither recognized nor supported systematically (Bouchard & Vézina, 
2009; Drolet et al., 2014; Engstrom, Piedra, & Won Min, 2009; Mygind 
et al., 2016). Organizational support becomes an essential means of 
helping bilingual professionals, who have a direct influence on access 
to services for linguistic minority populations. 


Study Objectives 


These two exploratory studies were designed to better understand 
the experience of bilingual professionals in terms of challenges asso- 
ciated with providing healthcare and social services in the language 
of the official minority. The primary objectives were to: (1) describe 
the challenges professionals face in the provision of services in the 
minority official language; (2) identify practices that facilitate provi- 
sion of services in the minority official language in their facility; 
(3) assess whether professionals have access to tools needed to ade- 
quately serve clients in the official minority language; and (4) deter- 
mine if teamwork or networking among bilingual professionals paves 
the way for the provision of these services. 


Methodology 


A qualitative approach was used in order to allow bilingual profes- 
sionals to express themselves freely regarding their experience of 
working in health or social services in a linguistic minority setting. 
With the approval of the ethics committees at both the Université de 
Saint-Boniface and the University of Ottawa, and voluntary and 
informed consent from the participants, semi-structured interviews 
were conducted with groups of professionals. The latter were 
recruited through personal invitations from members of the research 
team or through organizations providing social and health services 
in both official languages. In total, 72 professionals shared their 
experiences about the challenges of providing services in the lan- 
guage of the minority in their respective settings. 
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In Manitoba, five focus groups with a total of 29 participants 
were held in the fall of 2010. Three discussions took place in urban 
settings and had seven participants each, while the eight other par- 
ticipants, divided into two groups, met in rural communities in the 
southern part of the province. Professions include audiology, chiro- 
practic, dentistry, nutrition, occupational therapy, dental hygiene, 
medicine, nursing, optometry, pharmacy, physiotherapy, midwifery, 
and social work. In eastern Ontario, 43 professionals took part in the 
study; 21 worked in health care and 22 in social services. Eight focus 
groups were held in the fall of 2012. Participants came from settings 
offering services to children, youth, or seniors. Professions represented 
were occupational therapy, social work, nursing, nutrition, psychol- 
ogy, and service management. 

Discussions ranged in length from 90 to 120 minutes, and were 
recorded for transcription purposes. The transcriptions were imported 
into NVivo v.9 (QSR International) software for content analysis. Data 
were coded independently by two members of the research team in 
each of the universities. A first reading allowed identification of 
emerging themes that were ranked first in the hierarchy; categories 
were determined according to the primary themes discussed in the 
focus groups. For each of these categories, secondary nodes were 
identified inductively. The analytical protocol was developed and 
validated by several members of the research team, who were from 
different health and social professions; an inter-rater and consensus 
method was used. Results were thus analyzed deductively and 
inductively through inter-group comparisons (Huberman & Miles, 
1991). Finally, content analysis of the various codes was used to 
describe and regroup them. Data saturation was reached for the 
urban settings in Manitoba and for eastern Ontario. Given the unique 
geographical, social, and political characteristics of each of the set- 
tings studied, theoretical generalizations would be difficult to make. 
However, the validity of the data remains significant, as the partici- 
pants’ comments reflected a high level of consensus both in Manitoba 
and eastern Ontario, and also supported the findings of previous 
research on this subject (Laperrière, 1997). 


Results 


Working in a bilingual setting, professionals have to overcome obsta- 
cles daily and find ways to better respond to the needs of clients from 
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the linguistic minority. In presenting the comments made by partici- 
pants, issues and challenges professionals face in the provision of 
these services will be the primary focus. Concrete examples from 
specific vulnerable populations will be used to illustrate certain reali- 
ties. Issues brought forth are mostly client-based and of linguistic and 
social nature. Challenges, on the other hand, appear to be organiza- 
tional: insufficient services in the minority language, difficulty iden- 
tifying clients who wish French-language services, insufficient number 
of bilingual professionals, and insufficient services available in French, 
and lack of support for service delivery in both official languages are 
the main concerns. Practices that professionals adopt to improve 
minority language access in their workplace will also be presented. 


Linguistic and Social Issues 


Bilingual professionals spoke about the importance of clients receiv- 
ing services in the minority language. For some, anxiety increases 
when language concordance is not possible; this is even more evident 
where children and seniors, with their families, as well as immi- 
grants, are concerned. As for mental health, service providers in 
psychology and social work report that clients prefer to communicate 
in their mother tongue, as they can better express their emotions, 
feelings, and problems, and can analyze situations in more depth: 
[original: French] “It’s hard to find the right words . . . You're not 
talking about the weather, here, you're talking about your emotions, 
your relationships, sensitive and emotional subjects.” (O-J3). 
Professionals also report that clients are more inclined to become 
aggressive when a service provider speaks a different language, or 
in a crisis situation involving a child or adolescent. Whether it be a 
routine appointment or a complex health incident, participants rec- 
ognize that language concordance is an integral part of care 
provision. 

Issues associated with language variations in both official 
languages were also reported by participants: several observed 
extremely variable levels of language, often depending on the client’s 
education level. Some participants pointed out that certain clients, 
particularly seniors, are unable to read and write easily and hesitate 
to communicate in their everyday French, which they feel is not the 
“professional French” they should use at a medical appointment. 
Furthermore, certain regional expressions, such as “il a du front” (he 
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has a lot of gall) or “j'ai mal au coeur” (which can mean a stomach 
ache as well as heart pain) are not always understood and can lead 
to misunderstandings. For other Francophones, medical terminology 
is easier to understand when it is in English: this is particularly true 
for seniors, who are more likely to have been educated in English 
schools and are accustomed to navigating the health system in the 
majority language. The level of language used by different clients 
can vary considerably. 

To deal with this linguistic diversity, professionals admit that 
they have to be flexible to accommodate their clients’ needs: [original: 
French] “It’s important to be able to adjust to the person’s level and 
explain things in their language, so they will understand.” (O-A2). 
Shifting from one official language to the other is often necessary, 
to ensure clients understand instructions, according to participants. 

Other situations arise when use of both languages is necessary, 
such as when family members who speak different languages (exoga- 
mous families) are present. Professionals sometimes notice a tendency 
towards assimilation into the majority language, and some clients 
avoid requesting services in French just to please either Anglophone 
staff or their family members, especially if the latter only speak 
English: [original: French] “Well, my daughter-in-law speaks English. 
My son is with me . . . We'll do all this in English.” (O-A1). One par- 
ticipant stressed the importance of having a solid knowledge of both 
official languages. 

Being a member of a minority group also seems to have an 
impact on the clients’ confidence when they speak their mother 
tongue, particularly in Manitoba. One participant reported: [original: 
French] “I think we have a minority mindset . . . We think there is a 
‘proper French’ that is better than what we speak.” (W-2.1). Another 
participant felt that this adds to the clients’ hesitation to ask for ser- 
vices in the minority language. Often, a professional has to encourage 
clients to insist on their right to services in their own language, even 
in designated bilingual facilities. This professional recounted a con- 
versation with a client being treated in a hospital setting: 


[original: French] He said that he hated speaking English. I told 
him, “OK, so ask .. . We're designated bilingual, so if you want 
a Francophone [nurse], you ask, and we'll try to find one for 
you.” So he said, “OK, that’s what I want!” (W-2.4) 
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Sociodemographic characteristics of vulnerable Francophones may 
also have a negative effect on access to services in French, as heard 
in Ontario. Some participants reported that clients with a modest 
income and limited resources tend to isolate themselves socially, 
which limits their access to available services. Others notice reluc- 
tance, especially among seniors, to reveal their financial situation in 
order to obtain free services; the tendency to want to maintain con- 
fidentiality about economic difficulties discourages them from 
accessing services to which they are entitled. The socio-economic 
status of clients in the linguistic minority therefore has to be consid- 
ered, according to participants, as active offer of services in the 
minority language is even more vital for this clientele. 

Respondents also report that without support in their language 
of choice, clients are less likely to participate in their care, especially 
in a group situation. Active offer of services in their mother tongue 
is more likely to provide the full benefit of care and integration: 
[original: French] “They are Francophones, they feel like they’re a 
minority, they feel isolated . . . They often need to have someone with 
them so they'll feel safer there.” (O-J3). Language barriers increase 
the client’s dependence on professionals and reduce benefits of care. 
Participants point out that this situation means that the professional 
has to spend more time managing a health situation that has become 
complex because of the language barrier; he or she is then less avail- 
able to help other clients or potential clients. 


Challenges in Service Delivery in the Minority Official Language 


According to the participants, bilingual professionals face numerous 
challenges when providing services in the minority language. Besides 
shortage of human resources and bilingual services, participants 
report difficulty identifying which service users want to receive ser- 
vice in the minority language. They also cite problems in finding a 
bilingual professional among their colleagues to whom they may refer 
such a service user, and speak of a lack of organizational support for 
offering services in the minority language, even within a bilingual 
work setting. These challenges are described in detail below. 


Shortage of Bilingual Professionals and Services 
According to participants, the main challenge in providing services in 
the minority official language is a shortage of bilingual professionals 
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and services. As one participant described: [original: French] “When 
I close a file, I often think, OK, I’ve made my recommendations, but 
the resources don’t exist. ‘Good luck!’ ... I have no choice, and that’s 
what's hardest.” (O-J1). Participants report that a shortage of bilingual 
professionals means that unilingual Anglophone staff members are 
hired, even in designated bilingual positions. A shortage of profes- 
sionals and services is significant in rural areas, but participants also 
report such problems in urban settings, where one would expect 
greater access to a wider range of services in both official languages. 


Identification of Client’s Official Language of Choice 

Many participants reported difficulty identifying their client’s lan- 
guage of choice. In the past, family names were good indications of 
mother tongue, but that is no longer the case. One participant said 
that this new reality supports the need for active offer, for in its 
absence “on manque le bateau” (“we miss the boat”). In order to 
distinguish Francophone clients, the majority of professionals report 
using space provided in the client’s medical records to document 
their language preference. Others make a habit of writing the client’s 
language of choice at the top of the file folder as a reminder for future 
appointments and for co-workers who follow up with this client. On 
the other hand, nearly half the participants say the language variable 
is not collected and recorded at all times, and often is not considered 
as important. 


Finding Bilingual Co-Workers, Professionals, and Services 

The challenge of finding co-workers able to provide services in the 
minority language is, according to participants, linked to the fact 
that not all professionals disclose their bilingualism. As one profes- 
sional said: [original: French] “It’s not everybody who wants to dis- 
play the fact they're Francophone, you know . . . They were hired 
because they could speak French, but they don’t use it instinctively.” 
(W-3.1). Hesitancy in declaring competencies in both official language 
stems from many sources, as illustrated below. 

Participants from both provinces reported that some profes- 
sionals are afraid of increased workload due to their ability to com- 
municate in both official languages. They are often asked to interpret 
or translate for clients or co-workers. Others highlight the fact that 
their bilingualism makes them more easily identifiable and may 
endanger their personal safety; for example, one participant shared 
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the experience of a professional who had to deal with a difficult situ- 
ation in child protection services. Naturally, this person did not want 
to be recognized by members of the community for fear of negative 
repercussions. Finally, some participants pointed out that bilingual 
professionals who have limited second language skills may not feel 
comfortable identifying themselves as bilingual. Actively offering 
services is not as common a practice as hoped, several participants 
have found, and public awareness of services provided in the minority 
language is limited, which in turn reduces access to these services. 

Limited awareness of available bilingual human resources also 
proves to be a significant barrier in the continuity of care in the 
minority official language. According to participants, bilingual pro- 
fessionals who want to refer their clients to a specialist or another 
bilingual professional find this difficult, unless they personally know 
of such professionals. Moreover, participants mentioned that with 
time, close connections have been formed with other non-bilingual 
professionals to whom they currently refer their clients. In this case, 
a health or social service worker will not seek to develop contacts 
with bilingual co-workers or specialists. Continuity of care in the 
client’s language of choice is, then, not being fostered. 


Lack of Support for Language Access 
In a bilingual workplace, several barriers to service in the official 
language of the minority exist. In a field where communication 
between clients, members of the care team, and various specialists 
is vital, the language used is predominantly that of the majority. 
Since health records are written entirely in English, participants 
stated that a good knowledge of the majority language is necessary. 
Those from Ontario emphasized that the policy of access to records, 
whereby clients have access to records in their own language at their 
request, is not respected. As one participant specified, professionals 
have to act as interpreters when linguistic minority clients wish to 
consult their medical records. Several participants suggested that 
language proficiency in both official languages should thus be a job 
requirement, even in facilities designated as exclusively Francophone. 
Furthermore, professionals who can function in both official 
languages are perceived as rare resources and are called upon to 
perform additional tasks linked to their language skills: translation, 
interpretation, adaptation of assessment tools, and treatments. When 
with Francophone clients, bilingual professionals have the choice of 
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conversing in the minority language, but will have to document the 
consultation in the majority language. Some professionals decide to 
proceed in the minority language, but others avoid this situation: 


[original: French] Even if I’m bilingual and I can speak French 
with the person, I have to speak English because if I don’t, I don’t 
have the time to re-translate the whole consultation for everyone 
who’s English-speaking here. (W-2.7) 


Being bilingual thus represents an increased workload: as one par- 
ticipant stated [original: French] “It’s a lot of work for us. You may 
be lucky enough to have a manager who understands you and every- 
thing, but in the long run .. . That doesn’t stop your own work from 
accumulating.” (O-A2). Participants feel they get little recognition 
for this extra work, and, as mentioned above, hesitate to disclose their 
bilingualism. 

Lack of educational and assessment materials in the minority 
official language was also noted. Although a large number of par- 
ticipants have access to certain resources in the minority official 
language, the majority of them found these on their own, either from 
their professional association, private companies, or organizations 
in Quebec or France. Without bilingual forms, as is the case with 
most governmental forms in Manitoba, professionals have to simul- 
taneously translate during the consultation or speak in the majority 
language with the client. Additionally, a social worker in Ontario 
pointed out that this affects clients’ empowerment and autonomy. 
Due to the lack of appropriate tools in the minority language, social 
workers are forced to take responsibility for this task when it is nor- 
mally done by the client. A participant mentioned that being unable 
to provide a complete range of services in the client’s language, 
throughout the continuum of care, undermines the scope, the quality, 
and the benefits of a professional’s actions. 

Participants also observed that in their bilingual workplace, 
they are not allowed to show preference for clients based on linguistic 
needs. Staff must provide services to all clients in an equitable fash- 
ion. The exception seems to be when services are required by an 
agency that requests and pays for them to be provided for in a spe- 
cific language, such as the military, the federal government, or a 
school district. In addition, participants emphasize the fact that a 
bilingual professional is not obligated to provide a service in the 
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official language of the minority, unless she or he holds a designated 
bilingual position. Logistics surrounding service delivery in both 
official languages and referring Francophone clients to bilingual 
professionals is extremely complex, acknowledged a participant. 
Matching resources and needs related to language does not seem to 
be done systematically, but is rather based on the personal initiative 
of certain individuals, she added. 

Maintaining language proficiency in both official languages 
was also mentioned by participants as being an obstacle. Since a large 
number of bilingual professionals attended professional programs 
in the language of the majority, terminology in the minority language 
is not always easy to learn or remember unless a sustained effort is 
made to do so. As for professional training, it is not rare for clinical 
instruction to be supervised by a preceptor in the majority language. 
In Manitoba, some participants at the beginning of their career as 
health professionals had completed their studies in French but clini- 
cal placements or internships were in English-speaking workplaces. 
They were therefore unfamiliar with the English terminology cur- 
rently used in their field. This is a significant challenge, particularly 
for professionals whose official language is French and who learn 
English as a second language: [original: French] “In the setting I 
found myself in, well, I’d taken all my courses in French, I spoke 
French, but the people I worked with were all Anglophones” (W-2.6). 
Furthermore, some participants stated that few professional develop- 
ment education opportunities are available in the minority language 
outside of Quebec, and limited resources are available to help with 
travel costs. As some participants said, maintaining proficiency in 
both official languages is difficult, especially where specific termi- 
nology related to their field is concerned. 


Practices That Encourage Service Provision in the Language 
of the Minority 


To overcome the challenges described above, bilingual professionals 
find different ways to facilitate the provision of services in the minor- 
ity language. First, participants highlighted sincere commitment of 
many bilingual professionals who try to meet the needs of their 
clients in their language of choice. Being sensitive to the reality 
of being part of a minority and to the linguistic insecurity often 
related to it, professionals adapt their vocabulary, tools, and written 
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information to make them fully accessible to speakers of the minority 
language. Bilingual service providers also mention developing com- 
plicity with their clients, a “real connection” or trusting relationship 
based on common cultural references that professionals know and 
reflect. It may also be the case that being a member of a minority 
brings out a stronger feeling of Francophone identity and sense of 
belonging for both providers and clients. 

Some participants find ways to side-step restrictions imposed 
on employees in a bilingual workplace. Some may agree to help co- 
workers “as a favour,” add duties to their regular workload, translate 
documents, act as interpreters, and encourage clients to ask for ser- 
vices in the language of their choice. Others feel supported by their 
employer, who recognizes the importance of providing services to 
the Francophone population in the minority official language and 
makes additional efforts to harmonize professional competencies 
with the needs of this population. 

Researchers also felt a strong spirit of cooperation among co- 
workers in the workplace, as well as with professionals in other 
organizations and members of related professions, particularly in 
Ontario. Professionals said that teamwork and cooperation are essen- 
tial if they are to serve the population in both languages. Service 
providers describe their contacts with bilingual colleagues as infor- 
mal, more personal, and effective. Several attribute this affinity to 
belonging to a minority. In Manitoba, there is also a sense of com- 
mitment, beyond the professional context, such as the case of profes- 
sionals who volunteer for fundraising activities to maintain language 
access programs in their region. Participants explained that bilingual 
professionals generally have a strong desire to support and improve 
existing services in the minority official language. 

Bilingual professionals admit that some organizational initia- 
tives have had a positive effect on access to services in the minority 
official language. This is especially true in Manitoba. Several par- 
ticipants noted that active offer of French-language services in their 
workplace is provided at first contact, whether in person or by phone. 
They recognize the importance of this practice, which involves more 
than wearing a “Bonjour/Hello” pin. Active offer begins by greeting 
clients in the minority language and continuing in the language they 
prefer, if possible. [original: French] “That’s why I take the risk of 
starting off in French, because if you don’t start in French, no one 
will speak to you in French” (W-5.3). 
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Bilingual signage is also recognized as being beneficial, whether 
in the professional's office, outside the building, on business cards, in 
emails, and on websites. Some participants indicated that documents 
in both official languages are available. Others, however, reported 
this with caution: in some cases, greeting clients or posting signs in 
the minority language does not necessarily mean that French- 
language services are available, even in facilities that are designated 
bilingual: [original: French] “When the receptionist is bilingual, it 
gives you an impression, ‘Hey . . . Great! They must have bilingual 
services here,’ but it’s not him or her [the receptionist] who is provid- 
ing the actual service” (W-2.1). One participant summarized the situ- 
ation: Bilingual signs do not necessarily mean bilingual services. 


Discussion 


The purpose of this chapter is to describe the issues and challenges 
associated with service provision in the official language of the 
minority population, as experienced by healthcare and social service 
providers. A series of focus groups with 72 professionals in Manitoba 
and eastern Ontario revealed language and social issues for clients 
at times related to their being members of a minority. The comments 
made by respondents about challenges of working in a bilingual 
setting confirm previous findings on this subject. Bilingual profes- 
sionals make additional efforts in their day-to-day tasks to ensure 
that quality service trajectories are adapted to meet the needs of 
Francophones. This calls on the professionals’ qualities of persever- 
ance and resourcefulness and a strong sense of collegiality and 
cooperation. 

For access to social services and healthcare for minority popula- 
tions, language and social barriers cannot be ignored. The Francophone 
minority population’s socio-demographic profile shows higher rates 
of aging, lower average family income, and an overall lower level of 
education as compared to the majority group (Bouchard et al., 2009). 
In addition, participants noted that the minority status contributes 
to a lack of assertiveness on the part of clients who hesitate to ask for 
services in French. Studies have shown that members of a minority 
group are less likely to ask for services in their own language and 
prefer to “go along” with the norms of the majority group (Allaire, 
2007; Drolet et al., Chapter 6 in this collection; Hogg & Abrams, 2004). 
This is reported more frequently in Manitoba, a province with no 
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law calling for French-language services. It is possible that legal sup- 
port may have a positive influence on access to care for linguistic 
minorities; more research on the subject would be valuable. 

Since service user have a range of language proficiencies, profes- 
sionals have learned to adjust their vocabulary in order to be under- 
stood. Some use regional expressions or alternate between French and 
English. Participants confirm the importance of active offer for all 
service users, as it enables identification of language of choice and 
improves the chances that referral to bilingual services is possible. 
Furthermore, professionals recognize that language concordance nur- 
tures a stronger relationship between service user and provider. The 
quality of the relationship with the service user and the sense of trust 
are stronger, as language and sense of belonging to the same group 
are shared. This complicity, according to Santiago-Rivera and her col- 
leagues (2009), increases effectiveness of care. The feeling of belonging 
also promotes engagement and interest among bilingual professionals 
in cooperating with their bilingual colleagues and better serving the 
official linguistic minority population in their community. 

Challenges identified by bilingual professionals in terms of access 
to services in the minority language are related to the low availability 
of such services and lack of support; these factors influence the way 
professionals work and their ability to offer services on a continuum, 
including specialized services and continuity of care in the minority 
language. Bilingual professionals are perceived as a rare resource to 
whom all requests for language access services are directed. Because 
of the bilingual context and the minority nature of the language used 
by the service user, tasks such as translating material, interpreting for 
co-workers and families, and working more closely with clients result 
in an increased workload for bilingual professionals; in turn, they may 
hesitate to identify themselves as bilingual since they receive little 
support and recognition for the extra duties they are required to per- 
form. As described by Engstrom and colleagues (2009), inadequate 
recognition given for additional efforts needed to serve clients can lead 
to difficulties in staff retention, thus increasing the shortage of quali- 
fied bilingual professionals. Organizational adjustments are needed 
to recognize additional duties inherent to bilingual staff in a bilingual 
workplace in a minority environment. 

Limited knowledge of bilingual staff and resources available 
in the community is a barrier, as it may contribute to a perception of 
shortage of services in the minority language. Thus, existing services 
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may not be utilized to their full potential. This is of concern, as the 
availability of bilingual professionals is limited. Statistics Canada 
has reported challenges in listing bilingual professionals in most 
provinces and territories because of limited data in the census 
(Bouchard et al., 2009). Initiatives such as the Observatory of Minority 
Health,? which aims to fill these knowledge gaps and to improve 
access to bilingual health professionals and services for the 
Francophone population of Ontario, are useful tools in this regard. 
With increased knowledge of bilingual professionals’ availability 
and geographic distribution of official linguistic minority popula- 
tions, service provision can be adjusted accordingly. To do so, the 
language variable is needed as an integral component in administra- 
tive databases. 

Furthermore, participants suggest adding language competen- 
cies to annual membership renewal forms requested by their profes- 
sional association. Greater awareness of the importance of this 
variable and the added value of providing this information is needed, 
both by members and management of professional associations or 
orders. If the language variable of both clients and professionals is 
collected regularly, an observatory for all provinces and territories 
might facilitate service organization at the local and provincial levels, 
based on the needs of minority language communities and available 
resources. 

Networking between bilingual professionals has also been sug- 
gested as a means of increasing their visibility and providing them 
the opportunity to share experiences, best practices, and bilingual 
workplace tools. Professionals would gain from increased peer sup- 
port and cooperation with co-workers and members of their profes- 
sion (Savard et al., 2013; Verdinelli & Biever, 2009). For new professionals 
or students, meeting other bilingual professionals working in minor- 
ity settings, as well as visiting bilingual workplaces that would be 
suitable for an internship or work placement, would be advantageous. 
The benefits of networking, especially in a minority context, are 
numerous. 

Professionals acknowledge the difficulty of maintaining client- 
centred care on a continuum in the official minority language, espe- 
cially if service organization does not encourage identification of 
clients’ official language of choice or the practice of active offer. Some 
professionals suggest adopting a model of centralized or integrated 
services (Hébert, Tourigny, & Gagnon, 2004; Lafortune, Béland, & 
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Bergman, 2011). Integrated services could promote access to services 
in the minority language, notably through the establishment of a 
single-entry system whereby clients could be directed to a team of 
primary and multidisciplinary social services, healthcare, and com- 
munity services in their official language of choice. Such a model is 
currently being explored in Manitoba and Ontario for Francophone 
seniors, among other populations. 

In conclusion, these studies have provided an opportunity to 
document challenges of working in a bilingual workplace in a lin- 
guistic minority setting, as well as strategies that bilingual social 
service and health professionals currently use to provide services in 
the official minority language. Access to services in the language of 
the minority must not, however, rest solely on the shoulders of bilin- 
gual professionals. Organizational measures to improve language 
access services need to be integrated into the system through con- 
crete, positive, and measurable actions that support professionals 
and their clients in accessing services in their language of choice and 
in their community. 


Notes 


1. Our research was supported by the Consortium national de formation en 
santé. We would like to thank Action Marguerite and its staff members, 
as well as the research team from the University of Ottawa, for a pleas- 
ant and productive partnership, and Janelle Delorme for her collabora- 
tion in this research. 
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Abstract 


he difficulty in recruiting and retaining employees able to work 

in both official languages has been identified as one of the most 
significant reasons why Francophone seniors in minority language 
communities are unable to access social services and health care in 
French. This chapter presents the findings of a study of 55 profes- 
sionals interviewed in six focus groups, who worked in bilingual 
organizations in one of the two regions studied (Winnipeg, Manitoba 
and Ottawa, Ontario). We hoped to identify the factors that led these 
employees to work in bilingual organizations and those that had 
encouraged them to stay in the organizations where they worked. 
Our findings show that the desire to contribute to the well-being 
of Francophones and the opportunity to obtain stable positions offer- 
ing good working conditions are among the most important recruit- 
ment factors. The quality of the work environment and the 
opportunity to work in a diverse and inclusive workplace are reten- 
tion factors mentioned regularly by the study participants. A greater 
recognition of the additional workload associated with working in 
both languages, and the recruitment of senior bilingual management 
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staff, are among the recommendations proposed to improve the 
recruitment and retention of bilingual staff. 


Key Words: Recruitment and retention, social service and health 
professionals, Francophones in minority language communities. 


Introduction 


The shortage of bilingual health and social service professionals 
is a problem with significant consequences for the health of 
Francophones living in minority language communities in Canada 
(Bouchard & Vézina, 2009; Drolet et al., 2014; Gauthier, 2011). In fact, 
the difficulty recruiting these professionals represents one of the 
greatest barriers to access to services in French. A preference for 
working in acute-care clinical settings in urban locations and the 
mobility of professionals make the challenges of recruiting and 
retaining staff members in certain settings (such as rural and remote 
areas), and in certain fields (such as long-term care) even more dif- 
ficult to overcome. In this chapter, we uncover the various elements 
characterizing the conditions of practice for health and social service 
professionals working in Francophone minority communities. 
Through their comments, we also explore the factors encouraging 
the recruitment of professionals and their desire to remain in a bilin- 
gual workplace. The study was conducted in two Canadian cities, 
Ottawa and Winnipeg, in order to compare the perspective of bilin- 
gual professionals in two different minority language contexts. 

We will begin by providing a brief background to the study, 
situating it in the broader context of research on access to social 
services and health care for Francophones living in minority lan- 
guage communities in Canada, and more specifically on the obstacles 
or difficulties experienced by this population when attempting to 
access appropriate services in their language. We will continue with 
a presentation of our analytical framework based on models devel- 
oped by other researchers interested in linguistic identity construc- 
tion and the recruitment and retention of human resources. We will 
then describe the methodological framework used to conduct this 
study and present the major results of our research. Some recom- 
mendations intended to improve the recruitment and retention of 
bilingual health and social service professionals in Francophone 
minority communities will be suggested in the conclusion. 


Recruitment and Retention of Bilingual Health and Social Service Professionals 


Background 


There is no guarantee that all Francophones living in minority lan- 
guage communities who wish to receive social services and health 
care in French will be able to access them. In Manitoba, we have 
found that, on average, 25% of Francophones claim to receive care 
and services from a bilingual professional (de Moissac et al., 2014). 
This percentage varies depending on the type of professional. For 
example, the percentage of Francophones who claim to access services 
in French from nurses is 32% (de Moissac et al., 2014). There is an 
improvement in the rate of French-language services with regard to 
general practitioners: the percentage of clients receiving care in their 
language by their family physician was 14% in 2006 (Corbeil et al., 
2006), rising to 28% in 2008-2009 (Chartier et al., 2012). In Ontario, 
Marmen and Delisle (2003) show that, although the proportion of 
Francophone family physicians and nurses is higher than that of 
Francophones in the general population, these doctors still cannot 
meet the needs of the population. These professionals are not avail- 
able at all times and do not necessarily practise in the cities and 
regions where Francophones need access to their services (Marmen 
& Delisle, 2003). According to the Ontario Ministry of Health and 
Long-Term Care, a statistical profile of health professions in the 
province (2012a) indicates 8.5% of health professionals in the province 
speak French. They are, however, unevenly distributed. For example, 
in the area served by the Champlain Local Health Integration 
Network (LHIN), which includes, among other localities, the Greater 
Ottawa Area, 37.8% of professionals are able to communicate in 
French, while this proportion falls to 0.8% in northwestern Ontario. 
Thus, the degree of difficulty Francophones have in finding health 
professionals who speak French varies greatly between regions. 
The identification of barriers in accessing social services and 
health care in French has been examined in several studies (Drolet 
et al., 2014; de Moissac et al., 2012a; Forgues et al., 2011); as Part 4 of 
this book describes, the challenges identified by Francophone health 
and social service professionals in Manitoba and in Ontario are very 
similar. The shortage of professionals offering services in French, 
and the difficulty identifying Francophone clients and employees, 
are both significant barriers (Drolet et al., 2014; de Moissac et al., 
2012a). This is true even though several professionals we met 
acknowledge a greater awareness to the needs of Francophones and 
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an increase in French-language services in the last few years. 
Professionals report a lack of knowledge of the human resources 
available in French and a lack of formal integration and networking 
for these resources. To bridge these gaps, professionals put informal 
cooperative partnerships in place with colleagues in their facility or 
other organizations, so they can benefit from a support network 
(Savard et al., 2013). Moreover, Bouchard & Leis (2008) emphasize the 
importance of community networking in structuring an integrated 
and well-coordinated social service and health care system for 
Francophones living in minority communities. 

A number of studies explore the availability of bilingual human 
resources in bilingual-designated facilities. Gousseau (2009) describes 
the current needs and availability of human resources in facilities 
and agencies designated as bilingual in Manitoba, and reveals the 
greatest challenge is being able to fill professional positions, in par- 
ticular those for registered nurses, licensed practical nurses, health 
care aides, and mental health workers. In a later study, Gauthier (2011) 
confirms these findings in an exploratory study of language profi- 
ciency. The author found “there were various reasons why finding 
qualified people to fill designated bilingual positions was difficult, 
including the shortage of trained personnel, inappropriate recruit- 
ment methods and the fact that these resources were being lured 
away by major urban facilities.” The shortage of bilingual staff thus 
seems to disproportionately affect rural and remote areas, as well as 
long-term health facilities, because new graduates are more interested 
in working in acute care and in urban settings. It seems that there is 
no true recruitment strategy adapted to the needs of the Franco- 
Manitoban community (Gauthier, 2011). Furthermore, managers of 
social service and health care facilities designated as bilingual rec- 
ognize that the ethnocultural diversity of the immigrant work force 
and the linguistic profile of these workers—that is, those with little 
knowledge of English—represent new challenges for us to consider 
(de Moissac et al., 2012b). 

In a unpublished study funded by the Société santé en francais 
(SSF) on the language training needs of health professionals working 
with Francophone communities, managers surveyed in Ontario 
mentioned the greatest obstacle to offering services in French lay in 
the recruitment and retention of bilingual staff; this applied espe- 
cially (as in Manitoba) in rural and remote areas. The measures 
introduced to remedy this situation vary, ranging from offering 
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language training, or recruiting in Quebec, to hiring employees who 
are not yet bilingual with conditions that encourage or require bilin- 
gualism to obtain permanent status. This confirms the results of a 
study conducted a few years earlier (Société santé en frangais [SSF], 
2006) showing that in four regions of Ontario (northern, mid-north- 
ern, southeastern and southern) the difficulty in recruiting bilingual 
professionals was an important, if not the most important, cause of 
limited access to services in French. The other significant factors 
working against French-language services are the lack of awareness 
in the population that the services exist and the lack of integration 
and coordination of existing resources. 


A Conceptual Framework for Recruiting and Retaining 
Bilingual Professionals in a Minority Language Community? 


Several theoretical frameworks describe the factors influencing the 
recruitment and retention of employees in their work settings. We 
propose a conceptual framework adapted to the particular situation 
of professionals working in a bilingual setting in a minority language 
community. As Figure 1 illustrates, this framework is based largely 
on the motivational model created by Dolea and Adams (2005), who 
argue that environmental and sociocultural (macro) variables influ- 
ence the language proficiency and the psychological needs of the 
employee (micro), as well as organizational support in the work set- 
ting (meso). Together, these conditions influence the choice of the 
employee to work in this setting and to remain engaged, satisfied, 
and motivated to perform her or his job effectively. 

On the macro-level, there are variables related to the political, 
economic, and social context, which have an influence on the vitality 
of the French language in a community and on the conditions that 
favour the recruitment of bilingual employees by institutions. In 
Ontario, for example, a law protects access to services in French for 
Francophones, while in Manitoba, the rights of Francophones to 
receive services in their own language are subject only to a policy. 
This reflects a different positioning of French in the two provinces, 
and has an impact on the capacity of Francophones to speak their 
language in daily life, to receive schooling in French, and to work in 
French. All these elements necessarily influence the language profi- 
ciency of employees over the medium to long term. The more oppor- 
tunities Francophones have to speak their language, the more they 
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feel that French is valued and supported; the more they want their 
children to attend French schools, the more they will try to work 
together in French—even if it is the minority language in their com- 
munity—simply because it makes them feel comfortable. In the long 
run, this translates into the ability of health and social service facili- 
ties to recruit bilingual professionals with greater ease. Laws and 
policies also influence the way regional health authorities (in 
Manitoba) and local health integration networks (in Ontario) are able 
to respond to the needs of the Francophone population to access 
French-language services. The variables of availability and condi- 
tions of access to bilingual jobs are also linked to environmental 
conditions that influence the recruitment and retention of bilingual 
staff. In the two provinces studied, job opportunities are very favour- 
able for bilingual employees seeking work in the health sector. The 
ability to be hired rapidly is particularly important for newcom- 
ers, Francophones and Allophones alike. In addition, the working 
conditions offered can meet both economic and social needs; for 
instance, they generally make it possible to reach a work/life or work/ 
family balance. 

Francophone communities in Manitoba and in Ontario are much 
more heterogeneous than 20 years ago as newcomers joined the exist- 
ing Franco-Ontarian and Franco-Manitoban population (Conseil de 
planification sociale d’Ottawa / Social Planning Council of Ottawa), 
2010; Commissariat aux langues officielles / Office of the Commissioner 
of Official Languages, 2007). This means organizations, as well as 
employees and service users, have to adapt, especially in situations 
where the requirement to provide services French is combined with a 
shortage of bilingual health professionals. The existence of orga- 
nizations working to improve access to social services and health care 
in French in a community—such as the SSF and the Consortium national 
de formation en santé (CNFS)—should be considered a factor that can 
influence the ability of organizations to offer health care and working 
conditions for bilingual employees in a positive manner. 

The model of ethnolinguistic vitality described by Landry and 
his colleagues (2006) identifies two dynamics—social determinism 
and self-determination—as influences on the capacity and the motiva- 
tion of an individual to speak and work in his or her mother tongue 
in locales where it is the minority official language. Social determin- 
ism, which originates in the ideological, legal, and political frame- 
work (number, power, status) in which the minority language 
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community is situated, defines the position occupied by the minority 
language and the tools it possesses to develop. Self-determination, 
on the other hand, originates in the type of linguistic and cultural 
socialization that an individual experiences (forexample, a commu- 
nity that values and fosters the vitality of the minority language) and 
in the individual’s psycholinguistic development, which often 
depends on the position of the minority language in his or her imme- 
diate family. These two dynamics also cause the minority language 
to either become more fragile or to flourish in a given community. 


Figure 1. Conceptual Framework for Recruiting and Retaining 
Bilingual Professionals in Official Language Minority 
Communities, Based on Dolea and Adams (2005) 


and Landry et al. (2008) 
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On the micro-level, there are the psychological needs of the 
employee, which include the values, needs, and expectations that 
influence his or her motivation to perform well in the workplace 
(Deci & Ryan, 2002). In other words, is the job (and are the tasks 
performed) consistent with the professional’s values? Does the job 
enable the employee to meet her or his psychological needs (for 
belonging, etc.) as well as material needs? Does it meet expectations 
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in terms of tasks, contexts, and outcomes? The framework we have 
adapted includes among the psychological needs the variables associ- 
ated with language, such as proficiency in both official languages 
and the desire to promote French and to work in the employee’s 
mother tongue or the first official language she or he learned. Last, 
the opportunity for bilingual professionals to be part of a community 
with a great deal of social capital, as modelled by Ruuskanen (2001), 
is also a way of meeting a need, increasing the employee’s motivation 
to stay in the job or workplace. As a brief reminder, social capital 
refers to the resources‘ and privileges that belonging to a community 
allows an individual to enjoy; the links between the members of the 
community are numerous and rich, and encourage the creation of 
relationships of trust and a sense of belonging to the collective. 

On the meso-level, factors are associated with organizational 
support from the bilingual health or social service facility. These 
factors include internal policies that make bilingualism tangible and 
facilitate the promotion and use of both official languages in all 
the day-to-day tasks that affect the client, the client’s family, and the 
employees, as well as in those activities that encourage the greater 
visibility of a Francophone space in the community. Added to this 
are the human resource management practices focused on meeting 
the needs of employees and on fostering their well-being (Ulrich, 
1999), such as those encouraging employees to express themselves 
and managers to listen to their concerns, open communication 
between managers and employees, and a climate that encourages 
continuous learning. 

With this adapted conceptual framework, we can proceed to 
developing research questions and analyzing collected data in order 
to better understand how environmental and sociocultural variables, 
language proficiency, employees’ needs, and organizational practices 
influence the recruitment and retention of bilingual professionals in 
a minority language setting. 


Research Questions 


Better access to health care and social services in French in minority 
language communities depends, among other things, on the recruit- 
ment and retention of bilingual professionals. In a situation where 
there is a shortage of bilingual health and social service professionals, 
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fundamental questions have to be asked: Which factors facilitate the 
recruitment and retention of these professionals in a Francophone 
or bilingual work setting? What are the realities of working in a 
Francophone or bilingual facility in a minority language community? 
What challenges do bilingual professionals face in these settings, in 
terms of practising their profession? Do social support networks, 
whether formal or informal, exist within the facility or with other 
organizations in the community? Finally, what strategies should be 
priorities in order to facilitate the recruitment and retention of bilin- 
gual professionals? 

We respond to these questions in our study, and pay particular 
attention to the issues associated with language and requirements 
for bilingualism that impact the professional lives of health care 
workers, and also the work environment. 


Methodology 


We decided qualitative methods were the best choice for our research; 
this approach makes it possible to become more familiar with the 
realities of bilingual work settings in the two minority language 
communities in our study. We conducted focus groups with health 
professionals in direct contact with seniors. Most were nurses, per- 
sonal care workers and social workers, but there were also occupa- 
tional therapists, speech-language pathologists, and recreation 
specialists working in long-term care facilities or providing services 
in residences offering assistance and support. In Winnipeg, partici- 
pants were recruited through a contact person in each setting, who 
was responsible for circulating a written or electronic invitation 
among her or his co-workers in the facility. The contact person was 
not the immediate supervisor of the employees invited to participate, 
as it was important to avoid a relationship of authority that could 
influence participation in the study. In Ottawa, one of the discussions 
took place as the first part of a previously planned meeting of facility 
employees. Employees could choose whether to participate in the 
conversation. Those participating in the second focus group were 
informed of the project by means of a poster inviting them to contact 
the research associate if they wanted to take part, or by means of an 
email message sent directly to a list of employees who had taken part 
in an earlier study and agreed to be re-contacted. 
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Four focus groups were conducted with employees of the 
Actionmarguerite organization in Winnipeg, two in the Saint- 
Boniface area (n=14) and two in Saint-Vital (n=22). In Ottawa, two 
groups took part in the research, a group from the Montfort 
Renaissance residence (n=14) and a combined group of Community 
Care Access Centre (CCAC) and Ottawa General Hospital (n=5) 
employees. A total of 55 professionals participated in the focus 
groups. The discussions were facilitated by members of the research 
team during the fall of 2013 and most were held during participants’ 
working hours. 

The data from interviews were coded through a predetermined 
procedure: initial reading of 20% of the transcriptions for the pur- 
pose of identifying the categories (general annotation describing 
the basic content in the corpus excerpt) and emerging themes (anno- 
tation specifying what is discussed in more detail) (Paillé & 
Mucchielli, 2008); reaching a consensus among team members on 
the categories and themes; developing a list of codes (abbreviations 
for categories and themes) and definitions of each; validating the 
list of codes; coding the data using this list of codes of the three 
transcriptions and calculating the degree of inter-rater agreement 
(Huberman & Miles, 2002); and coding the remainder of the data 
according to the list of codes already identified, while allowing new 
codes to emerge. This procedure was followed separately in each of 
the sites Ottawa and Winnipeg) using the same list of codes. Once the 
analysis at each site was completed, the observations were compared 
to discover similarities and differences. The rigorous procedure made 
it possible to conduct a deeper analysis, discover the meaning of 
the whole, then extract the excerpts and identify the precise phenom- 
ena revealed. 


Results 


We deal with four major themes in this section: environmental and 
sociocultural variables; language proficiency; the psychological needs 
of employees, particularly those related to social capital; and orga- 
nizational support. These themes are discussed in light of factors 
encouraging the recruitment and retention of bilingual profes- 
sionals; quotations supporting the themes are included and state- 
ments are noted as RO (respondent from Ottawa) and RW (respondent 
from Winnipeg). 
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Environmental and Sociocultural Variables 
in a Bilingual and Minority Setting 


Certain environmental variables explain the context in which profes- 
sionals in the health and social service sectors carry out their work, 
and suggest factors that may encourage recruitment and retention. 
Thus, the results of our study showed that being able to work in a 
bilingual setting is an attractive factor for recruiting employees. 
Indeed, nearly all respondents mentioned their desire to work in a 
bilingual or Francophone setting because they are more comfortable 
with the French language. 


[original: French] They said the working language here was 
French; that’s why everyone, all of us, chose to come here, 
because the working language, they said, was French. (RW-1) 


Many participants said the language they spoke with residents had 
a tangible effect on them. Moreover, Francophone residents were 
more comfortable speaking French and, in the case of dementia, 
French was the only language of communication. Participants also 
noted that speaking French with agitated clients has a calming effect. 

Residents and families were very grateful for the efforts made 
by staff offering services in French, and some residents even remem- 
bered being so happy when a bilingual attendant returned from a 
vacation because they could again receive care in French. Clients 
appreciated being able to communicate more comfortably and to 
express their needs more easily; this translates into less resistance 
to treatment. Professionals also appreciated having the opportunity to 
speak in French with residents and other staff members because they 
felt more comfortable and could express themselves more freely. 

In a long-term care facility designated as bilingual in a minority 
community, linguistic duality was described as follows by partici- 
pants: although the language of communication with Francophone 
residents is more often French, the working language, including that 
used for spoken communication between members of the care team 
and for documentation, is English. In a minority community, even 
in a facility designated as bilingual, English dominates. One partici- 
pant in Winnipeg even stated that [original: French] “it’s as if a 
Francophone here is not viewed as someone who gets first consid- 
eration” (RW-2), while in Ottawa, a participant said: 
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[original: French] Often, at official meetings or events, we are 
exposed to a lot of English. Like, everything that is official is 
done in the English language, like the staff days, official meet- 
ings, really it’s all in English. (RO-1) 


English dominance results from the fact that French is the minor- 
ity language in the region, even in a designated bilingual setting. 
Participants stated that numerous employees are not bilingual. 
Furthermore, in a situation in which outside services need to be 
involved, a knowledge of English is essential. Every document, 
including medical records, reports, and health forms, must be com- 
pleted in English. Participants acknowledge it is necessary to use 
English since the residents’ state of health and records must be 
understood by all professionals, both inside the facility and outside 
in the case of emergencies, consultations, or transfers of care to a 
hospital centre or other services. On the other hand, participants 
admit this means that every resident or family member who speaks 
only French will not be able to understand what is written in the 
records. For the resident who prefers and is entitled to care and ser- 
vices in French, there seems to be a certain disconnect in this regard. 

Participants are encouraged to actively offer services in French 
when speaking to residents and their families. On the other hand, 
their immediate supervisors may not be bilingual. Moreover, par- 
ticipants raised the point that professional development courses are 
almost always in English (as evidenced by posters in classrooms 
where our Winnipeg focus groups took place). This facility, desig- 
nated bilingual, is not really a space where the French language is 
alive and well as part of the daily life of employees. Linguistic duality 
raises certain challenges in terms of the environment and the socio- 
cultural context of the facility. Participants also raised the point that 
bilingualism in the workplace causes tensions between Francophones 
and Anglophones. This is particularly germane to Winnipeg, where 
participants worry about segregation and excluding employees who 
cannot speak French. 


Language Proficiency 


Some health care workers note they sometimes have initial diffi- 
culty communicating with residents because of language differences 
or accents in French. All the same, professionals and residents later 


Recruitment and Retention of Bilingual Health and Social Service Professionals 221 


end up understanding each other merely through exposure to 
these differences. 


[original: French] It’s a different French here (laughter). There 
are a lot of residents here who have, you know, a Grade 4, 5 
education, so there’s a lot of jargon, slang. So it’s a different 
French than I was accustomed to. But no, not really. (RW-5) 


In terms of communication between employees, some professionals 
speak to their bilingual co-workers in French because they feel 
more comfortable doing so. Others take advantage of the oppor- 
tunity of working with a colleague from their home country to 
speak in their vernacular, which sometimes makes other colleagues 
uncomfortable. 


[original: French] Also, because there are a lot of languages here, 
a lot of nations, two people might speak in the mother tongue. 
And when you hear them, I don’t know what they’re saying, 
you're frustrated, directly. “Is he talking about me or what?” 
Yeah, there’s that. (RW-6) 


The origins of employees present another challenge to the diversity 
of language skills. Several health professionals were immigrants 
who had recently arrived from countries where French, English, or 
another language is spoken. These professionals speak French and 
English with different accents depending on their country of origin, 
thereby creating a linguistic diversity that can make communication 
difficult. 


[original: French] A challenge for me, I find, is when there are 
different types of French, from different countries, so that even 
me, and I can usually understand French, but the way that cer- 
tain people speak, I can’t understand them. (RW-4) 


Besides the variable language skills among Francophones, profes- 
sionals often face considerable language barriers with some of their 
unilingual Anglophone colleagues. In Winnipeg, for example, meet- 
ings between employees and supervisors are generally conducted in 
English. Although the workplace is bilingual, most supervisors 
communicate more often in English. Beyond affirming they are 
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bilingual, they do not actually speak French to employees unless 
the latter show a real need for it. [original: French] “With my super- 
visors, they speak to you in English. If you don’t understand, then 
you tell them you didn’t understand, and they will speak French to 
you.” (RW-1) 

Not using French very often, or preferring to speak English, 
can create a feeling of linguistic insecurity> that contributes to 
French deficits. The fact that meetings are conducted in English 
jeopardizes the French-language proficiency of employees. They run 
the risk of losing their practical use or proficiency in French, which 
gives way to the English language that is ever-present in bilingual 
work settings. 


[original: French] You know, I complain a lot, I often say, “Why 
don’t we speak French when there is just one person who speaks 
English?” Here, everyone speaks French, there is just one person 
and the meeting automatically switches into English. (RW-1) 


One element reported frequently by professionals is translating from 
French to English in the records, which causes additional work. 


[original: French] I find it hard, when you've done your whole 
procedure or your family conference in French, and then you 
go back to your office, and you have to write your report, but in 
English. It isn’t easy, because once again you have to think about 
it, you have to reflect. But also, the fact you have to interpret 
everything that you did in another language means it isn’t easy. 
(RO-3) 


Respondents’ comments speak to the importance of knowing both 
languages well. Some professionals commit to doing interviews with 
Francophone clients in French, knowing they will have to translate 
the information they write in the records, but others prefer English 
to avoid extra work. Several professionals are frustrated by having to 
translate, because it requires a solid knowledge of terminology in 
both languages as well as additional time. 

When an organization offers the opportunity to work in both 
languages, however, this was identified as a factor to make it easier 
to recruit bilingual health care workers. In fact, for people who have 
recently arrived in Canada, and who speak French as their second 
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language but do not speak any English (or very little), being able to 
work mainly in French and having the opportunity to learn or 
improve their proficiency in English is an undeniable advantage. 
This reality was observed mainly in Ottawa, where we find organi- 
zations where French is truly the language of the workplace. Some 
professionals from Quebec have chosen to work across the border 
in Ontario to improve their English. One source of frustration 
mentioned by several participants in Winnipeg, in particular, is the 
fact that, while they make considerable efforts to improve their 
English, their Anglophone colleagues do not show the same motiva- 
tion to improve their French, despite the fact that they have bilingual 
positions. It would seem that very little follow-up is done to ensure 
Anglophones hired in bilingual positions meet the language require- 
ments of their position. 


The Psychological Needs of Employees 


In this section, we discuss the comments of focus group participants 
addressing the values, expectations, and needs that can influence 
the motivation and performance of employees according to Dolea 
and Adams (2005). Besides language proficiency need, one of the 
elements related to values participants mentioned as motivating them 
to apply for bilingual positions, as well as to remain working in an 
organization that offers French-language services to Francophone 
minority communities, is their sense of pride in belonging to the 
Francophone community. Their pride is illustrated by, among other 
things, their desire to contribute to the development and improve- 
ment in French-language services, thereby contributing to the sur- 
vival and retention of gains in French made by their community. 


[original: French] Well, personally, I find, you know, in Canada 
as a whole I mean, the two official languages are French and 
English, I mean, basically, being able to live in those languages 
in your daily life. For me, it’s really important to nurture the 
language, to nurture Francophone society, not only in Ontario. 
For me that’s really important. (RO-2) 


The sense of attachment felt by bilingual professionals is not limited 
to their connection with the Francophone community; it also connects 
them to their clientele of seniors. Respondents in Winnipeg and 
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Ottawa frequently mentioned that their interest in working with 
seniors led them to apply for a job in the organization where they 
now work. This interest seems to have transformed into a deep feel- 
ing of attachment towards the residents and service users with whom 
they are in daily or regular contact. The quality of the relationship 
they have developed with the residents is one of the elements most 
often mentioned as a source of satisfaction in their workplace. 

The factors leading or motivating employees to stay working in 
a bilingual position are similar to those that led them to apply for 
their current job. However, a few elements constitute factors that 
contribute solely to their motivation to remain in their current posi- 
tion. What arises from the study as the most important retention 
factor is the quality of the work environment. Respondents working 
in the Winnipeg area and those in the Ottawa area emphasized the 
quality of their connections with their co-workers and with the resi- 
dents as one of their primary sources of satisfaction in their current 
job. The opportunity to work in a bilingual setting with interesting 
people from diverse cultural and linguistic backgrounds is another 
reason behind their desire to continue in their position with their 
current employer. 


Social Capital at the Centre of Psychological Needs 


At the centre of participants’ comments about factors motivating 
them to apply for a bilingual position and remain in it, we often find 
elements that suggest to us that for Francophones, working in a 
bilingual setting makes it possible to gain and use their social capital 
to its greatest potential. Furthermore, the attraction a bilingual envi- 
ronment holds for them is also associated with the existence of a 
great amount of social capital within the Francophone minority 
community itself. We observed that the bilingual professionals par- 
ticipating in our study have a great feeling of belonging toward the 
Francophone community. In fact, several respondents mentioned 
having chosen their employer, at least in part, because the job avail- 
able would enable them to work in French and with Francophones. 
These respondents care a lot about the well-being of the Francophone 
minority community and want to contribute to their growing and 
thriving culture. Among Francophone or bilingual professionals, 
there is also a level of closeness and trust that does not often exist 
among their Anglophone colleagues. 
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[original: French] Well, for us in the hospitals, it’s pretty much 
Anglophone, it’s an environment that is really, really, really 
Anglophone, unfortunately. Francophones stick together. That’s 
what we do. Colleagues get together to chat, at lunch, or on the 
phone, we really like being together. (RO-3) 


This collegiality appears to be more of a reality in Ottawa than 
in Winnipeg, however. It seems easier in Ottawa to communicate in 
French with managers who are often bilingual, and employees do 
not hesitate to communicate in French with co-workers. Con- 
versely, in Winnipeg, professionals cannot always communicate with 
their supervisors in French because they are often Anglophones. 
Employees also hesitate to speak French openly with their co- 
workers, out of a fear of excluding those who are unable to under- 
stand or speak French. Even between Francophones, communication 
is less easy, because the French spoken by Franco-Manitobans and 
by Francophones born outside Canada is so different that it is some- 
times difficult for them to understand each other. The feeling of 
belonging to a Francophone community in the workplace is, there- 
fore, stronger and easier to maintain in Ottawa than in Winnipeg. 


Organizational Support 


Certain organizational practices motivate health and social service 
professionals to apply for and stay in bilingual positions. Not surpris- 
ingly, the working conditions offered by the employer represent an 
important factor. Salary structures, ample opportunities, rapid access 
to employment after short-term training, and career stability were 
often mentioned, especially in Winnipeg, as elements influencing 
the decisions to apply to and remain with their employer. Respon- 
dents in Ottawa made special mention of good working conditions 
such as flexibility in the organization of their work, the diversity of 
the staff members, and job security. 

On the other hand, a bilingual employee’s satisfaction may 
suffer as the result of human resource management practices that 
are considered irritants. For example, some respondents mentioned 
it is sometimes difficult to apply for another job in their organiza- 
tion because their employer prefers them to stay in their current 
position; it is too hard to replace them, due to the shortage of bilin- 
gual professionals. 
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Other irritants can also be attributed to organizational support 
leaving something to be desired, namely the inability of some 
Winnipeg participants to communicate in French with their unilin- 
gual Anglophones supervisors, and the lack of acknowledgement of 
the particular contributions and additional work associated with 
having to work with clients in both official languages. 


Conclusion and Recommendations 


This study has enabled us to gain a better understanding of the fac- 
tors influencing the recruitment and retention of bilingual social 
service and health care professionals working in minority language 
communities. Referring to the model proposed by Landry et al. 
(2006), we have presented some observations and propose recom- 
mendations addressing the two dynamics that influence the vitality 
of a language in a minority context: social determinism and self- 
determination. The authors observed that bilingual employees feel 
pride in their ability to serve the Francophone population, and see 
themselves as playing an important role in the promotion of French 
language and Francophone culture and society in their workplace 
and in their community. Self-determination, therefore, works in 
favour of promoting French and the rights and interests of 
Francophones. In fact, being able to work in a bilingual setting is an 
advantage sought by Francophones wanting to maintain their pro- 
ficiency in both official languages. Bilingual professionals recognize 
the importance of the language for their residents or clients, with 
whom they develop a deep attachment reinforced by the language 
they share. This contributes to the quality of the environment, and 
thus to the meso-level in the model of motivation put forward by 
Dolea and Adams (2005). The attachment also responds to a psycho- 
logical need, or to the micro-level in the model, because connections 
with Francophone residents and bilingual co-workers give employees 
an opportunity to increase their social capital. These connections 
become a significant source of satisfaction and encourage the reten- 
tion of employees. A recruitment strategy directed toward profes- 
sional internships in bilingual workplaces has met with some success 
in the field of health and social services, because the structure and 
length of placement programs make it possible to enter the work force 
rapidly and increase the familiarity of new graduates with bilingual 
work settings. 
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The reality of working in a bilingual setting is not without 
challenges, however, because the predominance of English means 
that bilingualism is difficult to put into practice. The fact that French 
is seldom or too seldom used in so-called bilingual settings can 
threaten the linguistic security of this language. It is difficult to 
promote the use of French in the absence of an institutional mission 
and policies ensuring that all employees know the minority language. 
According to the participants we interviewed, the lack of professional 
development offerings in French, of bilingual managers, and of 
follow-up of language training in both languages represent elements 
that work against the ability to maintain a bilingual workplace. 
Several employees added there is a lack of recognition of the addi- 
tional workload generated by tasks required to meet the needs of 
Francophone clients in a minority language community. This dis- 
courages professionals from actively offering services in French. In 
a minority community, socialization in the minority language by 
professionals in their work setting and by the aged population in 
their everyday life contribute to the ethnolinguistic vitality of the 
community (Gilbert et al., 2005; Landry et al., 2006). This environmen- 
tal variable on the macro-level has a profound influence on the 
recruitment and retention of bilingual professionals. 

It is possible to formulate recommendations addressing the 
three groups of primary actors, each of whom has a particular role 
to play to encourage the recruitment and retention of bilingual staff 
in facilities offering health and social services in Francophone minor- 
ity communities. At the micro-level, where the bilingual employees 
themselves are located, the employees should act as ambassadors of 
French and the Francophone community in their own workplace, 
and recognize the importance of actively offering French-language 
services. An informal network of Francophone and Francophile co- 
workers encouraging the use of French in units, floors, or depart- 
ments, as well as outside the workplace, can help develop bilingual 
social capital that contributes to an overall sense of belonging. All 
employees must be open to the diverse cultures living together in 
the global Francophone community. 

According to the concept of organizational support proposed 
by Ulrich (1999), organizations with a mandate to provide bilingual 
social services and health care are responsible for creating a working 
environment that encourages, facilitates, and promotes French lan- 
guage and cultures. Employers should see themselves as agents to 
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promote the presence of French and Francophones in the workplace, 
by making the language and culture visible and ensuring the services 
offered are actually available in French. This involves hiring a greater 
number of bilingual professionals, supervisors, and managers. 
Language training in both official languages must be offered, and 
follow-up has to be systematic. 

Professional development activities in both official languages 
represent another way of promoting bilingualism within the facility. 
To encourage the retention of staff members, organizations should 
make greater efforts to enrich the sense of belonging employees have 
toward their workplace. The employer must also assume responsibil- 
ity for connecting Francophones so they can develop a sense of com- 
mon belonging to the Francophone world, and for raising employee 
awareness of cultural diversity. The additional workload associ- 
ated with offering bilingual services and with the efforts made by 
employees must be acknowledged. A financial bonus for bilingual 
services might be considered. Facilities for seniors should take advan- 
tage of every occasion making contact with future health and social 
service graduates, thereby promoting the idea of working with this 
population and to make the advantages of a career in this field more 
widely known. The authors’ findings support the concept of being 
known as an “employer of choice.” In the context of bilingual work 
settings in minority communities, an employer ought to be recog- 
nized as being an employer of choice if the facility: (1) offers a 
working environment where employees feel comfortable commu- 
nicating in either official language; (2) supports employees who 
want to pursue language training in either official language; 
(3) acknowledges the efforts of bilingual employees who provide 
services in both languages; and (4) fosters a sense of belonging to the 
workplace. 

The third actor is comprised of regional and national govern- 
ment departments and agencies responsible for funding health care 
and social services in French. This group can act on the social deter- 
minism dynamic in the model presented by Landry et al., (2006). 
Regional health agencies are included, as are provincial and national 
organizations such as: Société Santé en francais and its branches; the 
Consortium national de formation en santé, which promotes education 
and training in French for health and social service professionals; and 
other associations that promote Francophone language and cul- 
ture. These organizations must continue to advocate for the rights 
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of Francophones and fight for the entrenchment of French-language 
service policies into law, especially in Manitoba. Organizations could 
facilitate language training in both official languages for health 
professionals, and provide the follow-up necessary for maintaining 
an adequate level of language proficiency. Agencies could institute 
an incentive policy to firmly establish respect for bilingual position 
designations by defining operating rules in designated facilities and 
units that mandate bilingual practices, and by funding a bilingual 
bonus program. To give one example, nurses hired in a position 
designated as bilingual in a Winnipeg facility receive a bonus. This 
practice should be extended to other groups of professionals. 
Moreover, a national organization could show leadership by creat- 
ing an association of bilingual health and social service profession- 
als for the purpose of encouraging mutual support and solidarity 
among them. 

Recruitment strategies for bilingual health and social service 
professionals should be aimed at the values, needs, and expectations 
of employees who wish to serve Francophone clients in a minority 
context. To ensure that these employees remain bilingual, language 
support in both official languages is necessary. This support will 
make it possible to maintain and even improve the language skills 
of employees; as we explained earlier, this is an important factor 
in recruiting and retaining bilingual professionals in our model. A 
facility designated as bilingual that is recognized for offering services 
in French must actually create a work environment where employees, 
clients, and their families feel comfortable, at all times, communicat- 
ing in the official language of their choice. Finally, the ability to 
recruit bilingual staff—and therefore to offer services in their own 
language to Francophones in minority communities—does not 
depend solely on commitment, pride, and attachment on the part of 
the professionals involved. Neither does it depend exclusively on the 
management practices of health and social service facilities, espe- 
cially those designated as bilingual. Instead, it depends on the com- 
mitment of the entire Francophone community. 


Notes 


1. Our research has been supported by Health Canada through the 
Consortium national de formation en santé. We thank Monique 
Bohémier for her contribution to this study. 
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2. For a more detailed presentation of the theoretical frameworks on which 
the one chosen for this study is based, see the research report published 
by de Moissac, D., et al. (2014). 

3. Psycholinguistic development corresponds to the attitude and the 
behaviours a person has developed or adopted in the course of linguistic 
socialization, and can be seen in his or her desire to integrate, ethno- 
linguistic identity, linguistic motivation, language proficiency, and 
linguistic behaviours. 

4. Resources can take several forms, such as influence, information, sup- 
port, assistance, references, and financial and material resources. 

5. Linguistic insecurity refers to an employee's feeling regarding her or 
his ability to communicate effectively in French. 
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CHAPTER 10 


Active Offer, Bilingualism, 
and Organizational Culture’ 


Sylvain Vézina, Université de Moncton 


Abstract 


E this chapter, the author approaches active offer from the angle 
of organizational culture. He presents the results of a survey of 
health professionals working in Anglophone and Francophone hos- 
pital facilities in New Brunswick. The organizational culture of these 
institutions is discussed in light of research in the sociology of orga- 
nizations, not as a fate but as a construct, as are the rules of the 
organizational game (hierarchical relations, job description, collective 
agreements, and so on). The research reveals the predominance of 
an organizational culture centred on bilingualism, which leads to a 
persistent confusion between the notions of active offer and bilin- 
gualism. From this point of view, although bilingualism is essential 
to a high-quality active offer in both official languages, it can also 
be counter-productive when it comes to introducing a culture that is 
favourable to active offer. The findings show the emphasis placed on 
bilingualism is often perceived by unilingual people as a threat to 
the balance of powers within the system, frequently leading to resis- 
tance toward any measure favourable to active offer. Hence, the 
author suggests the value of a culture of active offer should be articu- 
lated in terms of the objectives of safety and high-quality care in the 
official languages. 


Key words: health professionals, hospital facilities, organizational 
culture, bilingualism, active offer, New Brunswick. 
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Introduction 


It is evident that besides the skills and knowledge related to health 
professions, the active offer of safe, quality services in both official 
languages also involves acquiring the notions and tools required to 
provide it. In the opinion of many, developing a form of leadership 
among health professionals in order for them to act favourably 
towards active offer is an important part of this process. 

Although the commitment of people working in health care 
facilities is indispensable to the practice of active offer, they cannot 
carry all the responsibility alone. The health system, its rules, and 
the procedures that govern the way organizations operate, must be 
part of the structure and provide support and guidance to the 
employees. Several researchers have earlier identified a wide range 
of organizational factors favourable to active offer (Bouchard, 
Beaulieu, & Desmeules, 2011; Forgues, Bahi, & Michaud, 2011). Of 
note are such measures as ensuring that signs and documents are 
available in both official languages, encouraging people to wear a 
pin showing the languages they speak, etc. We will come back to 
these measures as our analysis proceeds. 

As part of our study we want to look specifically at organiza- 
tional culture and, more precisely, at the particular importance of 
entrenching active offer into the basic values of the health system. 
What we mean by organizational culture is the shared values, beliefs, 
and expectations of the people who belong to the organization (Schein, 
1991, 1992; Siehl & Martin, 1984). The question at the core of our 
exploration is the following: What is the influence of the organiza- 
tional culture on the commitment of health professionals to prac- 
tising active offer? In order for the practice of active offer to be 
sustained in their behaviour, we would argue that they not only need 
to be aware of it and trained in how to deliver it, but also to be sup- 
ported. This support would come from the recognition that active 
offer is one of the essential values of our health systems and of the 
provision of safe, quality care in our health facilities. 

Our interest in organizational culture nonetheless requires us 
to refine our analytical framework, borrowed from the model pre- 
sented by Crozier and Friedberg (1977). We should acknowledge that 
these authors were wary of explaining organizational phenomena 
based on culture; their distrust stems from a desire to remain free of 
any determinist reasoning. It is true enough that at the time L'acteur 
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et le système was published, culture was most often presented as a 
factor imposed on the will of actors, determining their behaviour 
within the organization (Geertz, 1964; Parsons & Shils, 1951; 
Triandis, 1972; among others). This perspective is completely incom- 
patible with the propositions of strategic analysis, which instead 
places the intentions of the actor at the centre of the model 
(d’Iribarne, 2005). Nevertheless, Crozier hoped to “reinvent cultural- 
ist analysis” by examining not “why” (as a determinist would), but 
rather “how” (the processes, practices, mechanisms involved) cul- 
ture is transformed (Crozier, 1971). 

It is in this sense that we will approach organizational culture: 
not fatalistically as a force imposed on actors but, instead, as a con- 
struct similar to the organizational rules of the game (hierarchical 
relations, job description, collective agreements, and so on). Even 
more important, we do not intend to approach culture as a mechani- 
cal object that management operates to manipulate employees but in 
an interactionist perspective, considering that real change depends 
on relations between actors that lead to a transformation of values 
working together to guide action. When it is approached from this 
angle, we can see that organizational culture depends on the will of 
employees and managers in the organization, as well as on the pre- 
vailing dynamics in the setting, which is understood here as the 
environment of the organization. 

The constituent values of an organizational culture are con- 
straints as much as they are zones of uncertainty, and are thereby 
able to be used by actors to structure their relations. Thus, culture 
presents itself as an issue, a source of power that makes it possible 
to frame relationships among actors, whether conflictual or coopera- 
tive, without determining the nature of the relationships (d’Iribarne, 
2005; Sainsaulieu, 1983, 1997; Semache, 2009). From our point of view, 
changing the culture means changing the rules of the game and the 
modes of regulation used in the health system. 

We are keeping this in mind when we state that raising awareness 
and training health professionals, while essential, are not sufficient. To 
enable them to act favourably towards active offer in the official lan- 
guage of the user’s choice, awareness and training need to be accom- 
panied by favourable modes of management and organization; this 
calls for an organizational culture that places explicit value on the 
principles of active offer. This means the actors involved must act to 
influence the underlying values of work within health facilities. 
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In other words, since organizational practices and resource 
management are defined according to the values promoted within 
it, active offer must be a part of this picture. If this does not happen, 
managers and staff in the facility will very likely pay little attention 
to it. For this reason, we will try identifying the predominant values 
circulating in New Brunswick’s hospital facilities regarding lan- 
guage. How much importance is given to language matters? Are 
these values compatible with active offer? What are the effects of 
the working language on that in which services are provided? How 
does the external language environment influence practices related 
to active offer? 

Although the situation of official languages in New Brunswick 
at first seems quite positive, given the legal provisions? in the prov- 
ince, we must recognize that active offer of health services in the 
language of the user’s choice does not generally translate into reality. 
Too often, individuals in a minority language situation first speak 
in the language of the majority, believing this will simplify their 
relationship with staff, that they will be served more quickly, or that 
the services provided will be of better quality. The spontaneous reac- 
tion of the health professional will generally be to continue in the 
language of the majority, even if she or he speaks the minority official 
language. We would argue that the organizational culture, under- 
stood as a construct in the same way as is the organization, explains 
a large part of this state of affairs. 


Methodology 


For our survey, we selected five points of service of health care, all 
characterized by daily contacts with many patients and located in 
six regional hospitals in New Brunswick. The points of service we 
examined were: emergency, admission/reception, outpatient clinics, 
medical imaging, and phlebotomy/blood tests. Three of the facilities 
we surveyed are part of the Horizon network (in which the language 
of operations is English): Miramichi Regional Hospital, Saint John 
Regional Hospital, and Dr. Everett Chalmers Regional Hospital. In 
the Vitalité network (where the operations are bilingual), the hospi- 
tals studied were: Chaleur Regional Hospital, Dr. Georges L. Dumont 
University Hospital Centre, and Campbellton Regional Hospital? 
We used two data collection methods. The first comprised 
35 semi-structured interviews with managers responsible for the 
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units and departments we were studying and for the facility’s human 
resources department. The second was a questionnaire distributed 
during the same period to employees, including health professionals 
(physicians, nurses, laboratory technicians, aides) and support staff 
(in the areas of reception, admissions, and scheduling), all of whom 
worked in the points of service in the six facilities under study. As 
well as a sociolinguistic profile, the questionnaire included a series 
of 58 statements designed to measure the respondents’ levels of 
awareness and training for active offer, the respective roles they 
thought they played in active offer, and their access to required 
resources. The questionnaire was available online, in both official 
languages, through Survey Monkey. Respondents were encouraged 
to participate by the people responsible for official languages in the 
regional health authorities and by their immediate supervisor. Of 
a population estimated at about 1,600 employees, we received 
415 completed questionnaires, giving us a proportion of a little 
under 26%, which we consider excellent. 


Profile of Respondents 


The data relating to the profile of the survey respondents provided 
us with the following information: More than 60% were 40 years of 
age and over, including 32% who were 50 years and over. A very large 
majority of respondents (91%) were women; this was not a surprising 
finding, as the jobs in the health sector are recognized as being 
occupied in large part by women. 


Figure 1. Distribution of Respondents by Age Group 


50 years and up 32% 
40-49 29% 
30-39 21% 


Under 30 18% 
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Two elements of linguistic data appear important to include 
here. First, in terms of the language used with colleagues (working 
language), only 10% of respondents reported working only in French, 
while 45% reported working only in English. The same proportion 
(45%) said they used both official languages. 


Figure 2. Language Used with Co-workers 


m English 
m French 


m Both 


A second element of note is the fact that, when asked in which 
language they felt comfortable using to serve their patients, we can 
observe that only 1% of respondents indicated French, 37% English, 
and a substantial proportion of 62% indicated both. 


Figure 3. Language in which I Am Comfortable 
Serving My Patients 


m English 
m French 


= Both 
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This said, a significant imbalance was observed in the distribu- 
tion of bilingual staff throughout the regional health authorities. 
While 89% of respondents from facilities in the Vitalité network state 
that they are comfortable serving their patients in both official lan- 
guages, only 26% of those from Horizon network facilities consider 
they have those skills in both official languages. 


Figure 4. Language Proficiency According to Health Network 


100% 
89% 
90% 


80% 74% 
70% 
60% 
50% 
40% 
30% 26% 
20% x 
10% 0% 1% 
0% 


French English Both 


m Horizon mVitalité 


Lastly, out of an identical number of managers visited in each 
of the facilities, 21 are Anglophone and 14 Francophone. It is also 
important to specify that the objective of these interviews was, above 
all, to discover the challenges faced by managers in putting active 
offer into practice and to identify the tools available to them. 


Active Offer of Services in the Official Language 
of the User’s Choice, and Culture of Bilingualism 


New Brunswick proudly displays its status as Canada’s only officially 
bilingual province. Various legislative measures and provisions are 
in place to support this status. A culture of bilingualism like this 
represents an undeniable asset for offering health services in both 
official languages, but it seems far from adequate regarding active 
offer. Indeed, the active aspect of offering services means that it is 
not the user’s responsibility to demonstrate her or his choice of lan- 
guage of service. The responsibility belongs to the staff of health 
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facilities, who must identify clearly, without speculation or supposi- 
tion, the official language in which the patient wishes to be served, 
and to act accordingly. 

Our survey clearly indicates there is confusion between the 
notions of active offer and bilingualism. For example, we collected 
numerous comments from people working with users emphasizing 
their inability to practise active offer due to inadequate language 
skills in one of the two official languages. For example, one person 
stated: [original: English] “I don’t make the active offer because I 
don’t speak French.” Others pointed out: [original: French] “Lack of 
second language education.” The discomfort of unilingual staff is 
clearly noted. One person wrote: [original: English] “Most employees 
do not feel comfortable in both languages; therefore active offer is 
not always made.” Another stated: [original: English] “People who 
are not bilingual do not want to give the impression that they are by 
speaking a few given words in French.” 

We suggest that the confusion existing between bilingualism 
and active offer fosters this type of comments, and it is our opinion 
that every employee—unilingual or bilingual—needs to participate 
in active offer. In the current context emphasizing bilingualism, a 
unilingual professional will have trouble subscribing to the practice 
of active offer, feeling incompetent because of a lack of fluency in 
one of the official languages. This has the effect of discouraging and 
demotivating the employee. 

In other words, in a setting that places bilingualism as a central 
value, mastering the official languages becomes an important source 
of power capable of engendering a state of imbalance in the system 
unfavourable to unilingual staff. When this happens, the feeling of 
incompetence in their linguistic abilities becomes a threat to the 
power balance, and translates into resistance on the part of unilin- 
gual employees who are faced with a practice that excludes them. 

Related to this idea is the extreme discomfort several unilingual 
employees expressed about greeting people with “Hello/Bonjour.” 
For them, saying this sends a false message to service users, who 
mistakenly believe they are talking to a bilingual employee. These 
respondents consider such a practice unethical because they are 
unable to continue the conversation in the language of the patient’s 
choice: [original: English] “It’s like misleading patients when you're 
telling them Hello/ Bonjour and in reality, you're not bilingual .. .” 
They expressed discomfort: [original: English] “I really feel 
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uncomfortable misleading people;” [original: English] “Staff are 
extremely uncomfortable reciting words in a language they do not 
speak or understand.” They even expressed anxiety: [original: 
English] “People are sometimes nervous, trying to help patients out 
thinking they may say the wrong thing to them.” This discomfort 
hides considerable frustration at having to depend on bilingual 
members of the organization to perform their duties. 

Their frustration will also have the effect of engendering a form 
of denial about the role language plays in the quality and safety of 
care. We read comments such as: [original: English] “I feel we are 
here to provide a healthcare service and not a language service” or 
[original: English] “I feel I can provide as good a service in my lan- 
guage of choice.” One person even stated that: [original: English] “I 
feel that my Health Authority has many more pressing issues to deal 
with rather than an active offer.” 

The attitude expressed in these comments, far from being 
favourable towards active offer, illustrates the resistance of unilingual 
staff towards the idea. But active offer does not require bilingualism 
on the part of all employees; rather, it is institutional bilingualism that 
is essential. The organization has to be seen as enabling unilingual 
staff members to contribute in their own way, with assurance and 
conviction, to active offer in the official language of the user’s choice. 
Employees, both unilingual and bilingual, must be relieved of the 
individual responsibility for actively offering health services in 
the language of the user’s choice, so this responsibility can be seen 
as a collective one, in which each person has a role to play. 

Furthermore, the confusion between bilingualism and active 
offer will affect bilingual staff just as much. Surprisingly, bilingual 
employees will consider themselves free of any obligation to practise 
active offer, in virtue of their language skills. Indeed, many staff 
members responded that their point of service practised active offer 
effortlessly, because the majority possessed the language skills neces- 
sary to serve patients in both official languages: [original: French] 
“Patients are served in the language of their choice, because staff 
members are bilingual”; [original: French] “All the employees here 
are bilingual, so active offer does not present any problems.” In fact, 
the majority of respondents from the Vitalité network stated that the 
practice of active offer did not represent a major challenge. This was 
not because the network or the facility placed particular importance 
on it; it was out of necessity. One nurse commented: [original: French] 
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“As Francophones living in this region, we're bilingual out of neces- 
sity.” Similarly, another stated: [original: French] “Here there are as 
many Francophones as Anglophones, which means that we are able 
to receive and offer bilingual services in our hospital.” 

We have to acknowledge that knowing both official lan- 
guages does not guarantee the active nature of the practice—that 
is, without the user having to ask—; it merely makes it possible to 
offer services in both official languages. In the course of our research 
in the health sector, we witnessed dozens of conversations between 
a service user and health professional in which both spoke English 
for a long time before they realized they were both Francophones. 
Evidently, active offer was not practised by the professional, despite 
being bilingual! 


Shortage of Bilingual Human Resources 


As stated earlier, there is no doubt having bilingual human 
resources available is crucial to providing services in both official 
languages (Forgues et al., 2011). The following comment illustrates 
this fact very well: 


[original: English] It is not being made because there is not 
always a bilingual person available to translate and it takes way 
too much time to go and try and find someone and take them 
away from their duties to come and translate for me! 


Survey respondents said they were not always able to identify a 
bilingual person available from among their colleagues to help them 
on the spot. They said they were often forced to go and find help on 
the floor or in another unit in order to be able to offer adequate care 
in the chosen language. This procedure is a double loss of time, 
because both employees will have to suspend their duties temporar- 
ily. With this kind of obstacle, the efficiency of the workplace and 
the quality of services offered to patients are negatively affected 
because of the delays they cause. Moreover, the additional duties 
imposed on bilingual employees can be a heavy burden and should 
therefore be a matter of concern for managers. 

The managers we met with usually recognized the necessity of 
organizing shifts in a way that ensured adequate numbers of bilin- 
gual staff. However, putting this into place is often an arduous task, 
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mainly because of the lack of bilingual employees. It is especially so 
in facilities in the Horizon network. In some of the points of service 
we studied, it is difficult, if not impossible, to ensure there are bilin- 
gual employees on all shifts. In such cases, active offer is simply 
not practised. Furthermore, only 37% of the respondents believed 
that work shifts in their unit or department were decided in a way that 
took the language abilities of every employee into account. As far as 
we could observe, this is not due to a conscious intention on the part 
of the managers, but stems simply from the availability or not of 
bilingual employees. 

The survey pointed to several gaps in the area of staffing. 
Managers indicated that it is a common practice to hire unilingual 
employees, even when the position is designated bilingual. A man- 
ager in a department suffering from a lack of bilingual human 
resources confirmed that: [original: French] “When we hire, the 
language criterion isn’t really a criterion for us, or it isn’t high on 
the list of hiring procedures, I would say.” The reticence of managers 
to impose language criteria when required is accentuated by the 
attitude of unions, which frequently denounce the assignment of 
language criteria to certain positions, believing them to be too 
numerous or unfounded. In short, both union and institutional cul- 
ture leave little room for values favourable to active offer in a service 
organization. Sadly, it seems, making the necessary resources avail- 
able for active offer to become a reality is rarely—or not at all—an 
important consideration. 


Impact of the Environment on the Practice of Active Offer 


The culture of an organization is affected by its external as well as 
internal environment (McShane, Steen, & Benabou, 2008; Semache, 
2009; Zghal 2003). Throughout our study, we noticed the predomi- 
nance of reactive behaviours on the part of employees towards their 
patients’ language: 


[original: French] The majority of Francophone patients are 
bilingual, out of necessity, and sometimes speak English spon- 
taneously when they are in contact with the hospital. 

Patients are very often bilingual, and want to be served in 
English: that makes it easier for us! 
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The language in which the patient expresses himself first 
is the language in which services are offered to him. Very often, 
at the end of the conversation, we realize that a patient who 
spoke English at the beginning and throughout was actually 
much more Francophone than Anglophone. 

Sometimes Francophone patients don’t identify themselves 
as Francophones when they arrive; they start speaking English 
right away. Automatically, they get served in English! 

Generally we approach the patient in French, and if he 
indicates he only speaks English, then the staff serves him in 
English. 


Because hospital employees tend to be more reactive than proactive, 
it is the language used by the patient at first contact that seems most 
often to determine the language of service. This tendency can be 
explained, in our opinion, by both the internal environment—the 
working language used by staff members among themselves—and 
by the external environment—the dominant language in the com- 
munity served by the facility. 

First, the working language itself conveys the essential values 
of the organization and creates rules of the game that influence the 
communicative practices towards users. Most managers we met 
insisted on reminding us which of the languages was their working 
language. This expresses a strong attachment to a language and a 
culture in each network, facility, or point of service. The attachment 
to an organizational culture founded on a language inhibits the 
creation of an internal environment conducive to the practice of 
active offer. 

Next, in relation to the external environment, several respon- 
dents claimed it was not necessary, in some Francophone or bilingual 
regions, to promote active offer because it was done automatically. 
For example, one person stated on the survey: [original: French] 
“Active offer is automatic! We are Francophone and bilingual out of 
necessity.” Another wrote to us: [original: French] “We are in a bilin- 
gual region, so we understand the importance of serving people in 
their language.” 

This attitude is not without its consequences for the access to 
services in the official language of the user’s choice. We should 
remember that the patient in a language minority situation often uses 
the language of the majority when communicating with health 
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facilities, thus accepting the idea of being served in that language, 
even if using one’s mother tongue is beneficial for one’s health 
and safety. 

Other people alluded to the unilingual nature of the commu- 
nity, saying it would be practically useless to actively offer health 
services in both official languages in their facility. We would even 
be told, in some settings, that the arrival of a considerable number 
of tourists or immigrants in the community would make it just as 
necessary to offer services in foreign languages as in the official 
languages: [original: English] “In our city, there is great cultural and 
linguistic diversity (Asian, Spanish, etc.) due to numerous tourists 
coming in on a cruise, which makes it very difficult to manage dif- 
ferent languages.” Similarly, another professional stated: [original: 
English] “We treat patients every day who speak other languages, 
such as Chinese, Italian, Spanish, etc., and they come with translators 
and it works fine.” This is a well-known strategy. It consists of mini- 
mizing the issue of official languages to the maximum degree, as 
well as minimizing the power of actors who speak both official 
languages, by diluting the languages in an environment that is sup- 
posedly multilingual and multicultural. 

The idea we can draw from all these accounts is that the work- 
ing language and the linguistic practices characterizing the com- 
munity served seem to impose themselves on the choice of language 
of communication used with the patient. Determining the language 
of service appears to be more a matter of habit than of conviction. 
This leads us to believe that we are still a long way away from a 
culture of active offer. 


Proven Measures from Organizational Culture 


We have just established that the prevailing organizational culture 
in the hospital facilities we studied places bilingualism at the centre 
of their values, but without actually taking active offer into account. 
We think it would be opportune to look at some of the concrete 
methods proposed to support the practice of active offer. 

Although the results of our survey show that 76% of respon- 
dents said they had been given clear instructions about active offer 
in their point of service, several of the comments we received seem 
to indicate the opposite. We frequently read statements such as: 
[original: French] “The hospital administrators do not place enough 
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importance on active offer;” [original: French] “There is definitely a 
lack of direction from managers about the language of service.” 
[original: French] A “lack of awareness of the advantages of active 
offer in both official languages” was noted. One respondent even 
commented: [original: English] “Inadequate training, lack of inter- 
preters, lack of support.” It seems appropriate to add this comment 
by one of the respondents, illustrating the absence of values related 
to active offer in the culture of health systems: [original: French] 
“This survey is the first opportunity I have had to hear about active 
offer. Raising the awareness of employees about this topic at the time 
they are hired would be a good idea.” 

When survey respondents said they were satisfied with the 
organizational support they received and the clarity of instructions, 
they were generally making reference to wearing a pin, greeting 
people with the phrase “Hello/Bonjour,” or to bilingualism. As for 
the managers, those we met generally acknowledged they did not 
have any clear guidelines to follow, or any effective tools available, 
to encourage their staff to systematically practise active offer. 

In light of these findings, we have made some observations 
connecting organizational culture to three of the practices of active 
offer most often promoted: signage and materials in both official 
languages; listing the official language chosen by the patient in medi- 
cal and hospital records; and wearing a pin. 


Signage and Materials 


Bouchard, Beaulieu, and Desmeules (2011) write that having signage 
and materials available are ways of showing the capacity to practise 
active offer. On our visits to different sites, we could see numerous 
bilingual posters and documents had been systematically displayed. 
Despite this effort, we observed the availability of signage rarely 
translates into real organizational will to practise active offer. In the 
majority of cases, the presence of bilingual signs and documents 
seems to serve the primary purpose of showcasing an image the 
organization is trying to project—being attentive to its obligation to 
fulfil language requirements—rather than to reflect the reality of 
actually meeting those obligations. Most often, despite bilingual 
signage, it is the users who have to adapt to the language of the 
employees, and not the reverse. But to have a meaningful effect on 
active offer, both posting signs and making materials available in 
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the two official languages must be framed by a culture of organiza- 
tional commitment toward active offer. Without this commitment, 
these measures remain incidental or secondary. 

Beyond the posted signs, the nature of the message also merits 
our attention. In an organization culturally committed to active offer, 
the message should be geared precisely toward the opportunity to 
be served in the official language of one’s choice, and toward high- 
lighting the advantages to which this leads. The message should 
translate the existence of solid values and beliefs about active offer. 
For example, messages like the following are more closely connected 
to a culture that values active offer: 


e French or English: In which language would you like to be 
served? 

e For your safety and ours, ask to receive health services in the 
official language of your choice! 

e Don't forget: Put the official language of your choice in your 
medical and hospital records, and make sure it’s respected! 


When we discussed this issue, those responsible told us that signs 
with this type of message would suggest a commitment the organiza- 
tion is unable to fulfil—a response that says a lot about the level of 
commitment toward active offer values such as guaranteeing access 
to services of comparable quality in both official languages, or 
the importance given to the language of communication to ensure 
patient safety! 


Listing Language in Records: Disparity in Practices 


Listing which official language the patient prefers for services in 
medical and hospital records certainly contributes to an active offer 
of health services. However, there is a great disparity in the way 
institutions deal with this matter, and even in the way departments 
and units in the same institution do so. Although this information 
is included on labels placed on forms, in records, or on bracelets in 
some points of service, in others employees do not take the time to 
write it down. It even happens that errors are made, often inadver- 
tently, when identifying the language. For example, if a Francophone 
patient speaks English when registering—and this is often the case— 
there is a high risk that the patient will be identified as Anglophone 
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and this is what will be written in the records. Similarly, a 
Francophone patient with a name that sounds English runs the risk 
of being served in English, without anyone’s checking the language 
listed in the records. The dominant value of bilingualism explains, 
in large part, how such mistakes are made. Since the employees work 
from the theory that nearly all patients from the minority population 
speak English fluently, they feel it is pointless to look up their lan- 
guage preference. This is even more true in highly bilingual settings. 
Requiring or making mandatory the practice of listing the language 
in records would be no guarantee that the patient would receive 
services in the language of his or her choice. Neither would it suffice 
to change long-time habits. It is, therefore, essential for such a mea- 
sure to be supported by a culture that values active offer, and by 
practices and operating modes that make the official language of the 
user’s choice a priority for safe, quality care. 


Wearing a Pin 


Along the lines of the previous two methods, wearing a “bilingual” 
pin can be considered an element favourable towards active offer. 
When asked the question: “Are you in favour of making it mandatory for 
all bilingual staff members to wear a pin identifying the languages they 
speak?” the majority of survey respondents (59%) said they were 
favourable (31%) or very favourable (28%). However, a significant 
proportion said they were not very favourable (18%) or unfavourable 
(17%) to this idea. Surprisingly, 55% of the respondents who said they 
were not very favourable or unfavourable to this idea also confirmed 
they were comfortable serving patients in both official languages. 

We suggest this finding can be explained, at least in part, by 
the fact some bilingual employees, afraid of being called on to play 
the role of interpreters and thus expose themselves to an overload of 
work that is rarely acknowledged by the employer, prefer to not 
advertise their bilingualism. In the case of wearing a pin, again, the 
practice has to be backed by an organizational culture that values 
language skills and that presents this contribution to staff members 
as something that is essential for the safety and quality of care, both 
for the patients and for the staff of the facility or point of service 
as a whole. 
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Reinforcing the Value of Active Offer 
in the Organizational Culture of Health Facilities 


A number of authors concur that organizational culture is strong 
when the majority of its employees adopt the dominant values of 
the organization (Bryman, 1989; Hatch, 1993; Martins & Terblanche, 
2003; McShane et al., 2008; Parker & Bradley, 2000; Pfeffer, 1981). The 
challenge, then, is to explicitly insert active offer in the dominant 
values of the organization and connect it to the collective responsibil- 
ity for ensuring safe, quality health services in both official lan- 
guages. An organizational culture favourable to active offer should 
insist on what unites people (for example, safety and quality of care) 
rather than what divides them (for example, imposing the “Hello/ 
Bonjour” greeting). It is of primary importance to ensure that lead- 
ers have continuing support to be able to help and motivate the 
greatest possible number of employees to be positive about active 
offer. The challenges involved in putting this practice in place 
would be, without a doubt, much easier to identify. 

Actors need to be motivated by an operational and detailed 
definition of active offer, including its advantages for users, health 
professionals, facilities, and the health system as a whole. It is vital 
to push beyond good intentions so that entrenching active offer in 
the values, objectives, mission, and vision of regional health authori- 
ties, as well as facilities, is seen as a necessity. An important element 
of the successful implementation of these measures lies in raising 
the awareness of staff members, including managers, so that everyone 
recognizes the virtues of active offer and promotes its underlying 
principles as a matter of ethics and professional responsibility. 

In a context in which employees practise active offer systemati- 
cally, they would do so freely and would not see it as an extra burden, 
but rather as an important ability that serves to improve the safety 
and quality of care. As a manager commented in the survey: [origi- 
nal: French] “I think it’s a matter of habit. I don’t think that when 
people are hired they get a good explanation of how important the 
two official languages are for public services in New Brunswick.” 

We must therefor make sure all employees understand the 
system’s commitment towards active offer. This means recognizing 
the importance of meeting standards and the measures that come 
with it—from the way people are greeted, through communications 
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during the entire process, to monitoring the quality of services. The 
task consists of informing managers and employers of their legal and 
professional obligations in the area of language of service, and mak- 
ing sure they have the means to fulfil these obligations. 

Furthermore, it would be essential to provide the administra- 
tion and managers of units and departments with the support neces- 
sary to put realistic and appropriate measures in place for active offer. 
For example, to support the administration and managers, the 
regional health authorities must clearly define their expectations 
about active offer so that each facility and point of service is follow- 
ing the same course of action and is accountable. This statement of 
expectations must be accompanied by concrete tools to develop the 
skills of the administration, managers, and employees. This should 
include training sessions, the introduction of a process to mentor or 
support employees, and the identification of the principles of orga- 
nizing the services required by active offer. 

The development of these management policies would serve 
not only as an incentive to encourage the staff to systematically 
practise active offer, but would also make it possible to recognize the 
contribution each person makes to it. 

It is also very important to offer adequate support to profes- 
sionals who have doubts about their ability to contribute to active 
offer because of their limited language skills. These professionals 
need to understand their role and be reassured about the procedures 
to follow (for example, knowing to whom the patient can be referred 
in an efficient fashion) so that services could be provided to all users 
within a comparable timeframe. Processes must be clear, familiar, 
and easily applied. The contribution of bilingual staff must also be 
recognized and their workload assigned accordingly. This will 
deepen their commitment without creating overwork. 


Respecting the Value of Active Offer in Staffing 


The costs incurred for second language training are generally very 
high because they include both the costs associated with training as 
well as those for replacing employees during training sessions. We 
should add the fact that adults may take years to acquire the lan- 
guage skills they need to be considered bilingual. Consequently, we 
believe that an adequate recruiting and staffing strategy is the most 
promising solution. In other words, the language abilities of health 
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care staff should be an important component at the time of hiring, 
following a rigorous process that respects the values of an organiza- 
tion geared towards active offer. 

It is vital to properly determine the language requirements of 
a position by specifying the nature and the frequency of tasks that 
must be carried out in French and/or in English. This exercise con- 
sists of ensuring that a sufficient number of positions—enough to 
ensure the safety and quality of care—are designated as bilingual. 
Next, an appropriate tool must be used to evaluate each applicant’s 
language skills in order to improve and standardize the staffing 
process for positions designated as bilingual. 

To maintain good labour relations in the health sector, it would 
also be essential to engage a constructive dialogue with union actors 
around the values associated with active offer, emphasizing workers’ 
professional responsibility, ethics, and safety of care. The factors 
determining language requirements for certain positions must be 
clarified and, more significantly, respected. Finally, it is important 
to fill positions designated as bilingual with bilingual staff by devel- 
oping an appropriate recruiting and staffing strategy. Once this 
staffing process has been put in place, measures would have to be 
taken to give managers access to a complete inventory of the lan- 
guage abilities of their staff, and to enable adequate management in 
the perspective of active offer. 


Conclusion 


Our survey enabled us to take stock of the impact of organizational 
culture on the practice of active offer of services in the two official 
languages. We would argue that in order for active offer to be 
achieved, it must be placed at the centre of organizational culture so 
all staff members understand the choice of an official language is 
more than a right for the user; it is a professional obligation based 
on ethics, quality of service and safe care, and it is every employee’s 
responsibility. Active offer would therefore mean mobilizing all 
actors, both inside and outside the health system, in a transformation 
of values that will guide the provision of services in both official 
languages. Beyond bilingualism, inclusive values and principles have 
to be promoted and upheld to ensure the health system, composed 
of both unilingual and bilingual staff, is governed by shared objec- 
tives related to the quality and safety of care. 
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Health professionals need to distinguish “active” offer from 
offer of service, and recognize it is only by offering health services 
from the initial contact with the patient, in both official languages— 
without the patient’s having to ask for it—that we can ensure equi- 
table access to safe, quality health services. The practice of active 
offer must not only rely on clearly defined processes known to all 
employees, but also on human resources management and on orga- 
nizational principles allowing unilingual as well as bilingual staff 
members to contribute with conviction to its achievement. 

For employees who have been viewing active offer through the 
lens of bilingualism, it engenders a great deal of stress and frustra- 
tion. We believe that by implementing the means necessary to fulfill 
this renewed vision of active offer, we will succeed in reducing ten- 
sions and hesitations expressed by a large number of unilingual 
respondents. In short, the issue of transforming organizational cul- 
ture has become a necessity if an effective active offer in health care 
servicesin both official languages is to be achieved. Once they are 
inspired by shared values that recognize communication as a safety 
factor and an important aspect of the quality of care, actors will, it 
seems to us, be more inclined to work together to offer health services 
in a way that respects both official language communities. 


Notes 


1. This chapter makes use of some of the major findings from a study 
conducted during a course in the master’s program in health adminis- 
tration at the Université de Moncton. The author would like to thank 
the Consortium national de formation en santé (Université de Moncton 
unit) for its support, and to acknowledge the contribution of the fol- 
lowing students: André Morneault, Barbara Frigault-Bezeau, Serge 
Boudreau, Carole Gallant, Francine Gaumont, Jeanne d’Arc Noubissi 
Cheucheu, Jessica Haché, and Stéphanie Gautreau. 

2. Official Languages of New Brunswick Act; Regional Health Authorities Act; 
An Act Recognizing the Equality of the Two Official Linguistic Communities 
in New Brunswick. 

3. In New Brunswick, the name “Health Network” does not correspond 
to the Act governing health care, which refers to “Regional Health 
Authority A” and “Regional Health Authority B.” Thus, Regional Health 
Authority A corresponds to Vitalité Health Network and Regional 
Health Authority B corresponds to Horizon Network. In this report, we 
use both “network” and “regional health authority” interchangeably. 
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Abstract 


ot only do we need to train health care and social service pro- 

fessionals about active offer, we must also train their trainers 
(professors). Most professors teaching in health care and social ser- 
vice programs in French have not received training in teaching 
strategies to prepare future professionals who will one day work in 
minority Francophone communities. This prompted us to examine 
the most appropriate type of education for these professors. This 
chapter explores educational perspectives on andragogy and presents 
our conceptual framework for education, including the pedagogical 
setting and types of knowledge needed (content knowledge, skills 
[know-how], attitudes [soft skills], as well as how to put those into 
action [knowledge to act]), to prepare professionals to work in the 
area of active offer. Finally, we offer our thoughts on the particular 
issues and challenges of teaching active offer, as identified in a pilot 
project to implement education on active offer. 


Key Words: teaching active offer, official language minority com- 
munities, health care and social service professionals, pedagogy, 
andragogy, adult education. 
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Introduction 


In response to studies about training future health care and social 
service professionals in the active offer of services in the official 
language of one’s choice in official language minority communities 
(OLMCs),? the need to educate professors? has also been noted. Thus, 
this chapter explores educational perspectives and different types of 
knowledge involved in teaching and learning about active offer, as 
well as the issues that arise in teaching active offer. It is divided into 
five sections: (1) description of the context; (2) educational perspec- 
tives; (3) educational framework for teaching active offer; (4) thoughts 
on educating professors about active offer and issues arising in their 
training; and (5) conclusion. 


Context 


The first section of this chapter introduces the context of education 
and training in the active offer of social services and health care in 
the official language of one’s choice in OLMCs. 

A number of different methods have been used to augment 
training for the active offer of French-language social services and 
health care as a result of the training offered by the Consortium 
national de formation en santé (CNFS) and the development of support 
materials such as the Toolbox for the Active Offer, published online 


Table 1. Demographic Characteristics of Survey Respondents 


Mother tongue 

French 90% 
English 9% 
Other 1% 
Work setting 

University 53% 
College 47% 
Program 

Medicine 20% 
Nursing 20% 
Social Work or Social Services 13% 
Other(rehabilitation, nutrition, physical 47% 
education, radiology) 

Position* 

Professor or instructor 82% 
Co-op or clinical placement coordinator 19% 
Program director or chair 16% 
Other 18% 


*Respondents could choose more than one answer, if applicable. 
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in 2013 (http://www.offreactive.com/). This electronic resource was 
created by the Groupe de recherche et d'innovation sur l'organisation des 
services de santé (GRIOSS) at the Université de Moncton, in coopera- 
tion with the CNFS, and offers many resources and training tools 


Table 2. Distribution of Questions (Type and Number) 
by Questionnaire Sections 


Section of questionnaire 


Type of questions 


Number of questions 


1) Demographic characteristics 
of professors or trainers 


Open or multiple 
choice 


11 


2) Education received by 
professors or trainers on 6 themes: 
needs of Francophones living in 
minority contexts in terms of 
social services and health care, 
health determinants, cultural 
competency, linguistic 
competency, and active offer. 


Open or multiple 
choice 


For each of the 6 themes, there 

were 5 questions: education received, 
education desired, format of 
education received, content of 
education received, whether 
education met needs. 


3) Personal beliefs and values 
of professors or trainers about 
French-language health and 
social services 


5-point Likert scale 
(from strongly 
disagree to 
strongly agree) 


5 


Example of question: I believe 
that preparing future health 

and social service professionals to 
work in Francophone minority 
communities is one of my 
responsibilities. 


4) Contents of courses on 
Francophone Minority 
Communities (FMCs) 
(knowledge, skills, and 
attitudes) in courses provided 
by the respondents 


5-point Likert scale 
(from not at all to 
always) 


Knowledge- 10 


Example of question: Do you teach 
your students about the importance 
of providing services of equal quality 
in both official languages? 


Skills —4 


Example of question: Do you teach 
your students the skills they need to 
communicate in French in a way that 
builds a good relationship with a 
Francophone client in a minority 
setting? 


Attitudes- 5 


Example of question: Do you teach 
your students how to be reflective 
practitioners in a Francophone 
minority community? 


5) Learning material used or 
available to teach these contents 


5-point Likert scale 
(from not at all to 
always) 


2 


Example of question: Do you have 
access to learning and resource 
material in French? 
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Table 2. Distribution of Questions (Type and Number) 
by Questionnaire Sections (continued) 


Section of questionnaire Type of questions Number of questions 

6) Framework in which Multiple choice 1 

students learn about the Example of question: The 

specific characteristics information that you teach your 

and needs of FMCs students in health and social service 
programs regarding Francophone 
minority communities presented as 
part of... 

7) Learning activities on FMCs Multiple choice 1 
Example of question: In my program, 
Iuse the following learning activities 
to teach about Francophone minority 
communities: 

8) Support and commitment of 5-point Likert scale | 4 

workplace to encourage (from not at all to Example of question: In respect to 

teaching of FMC content always) the content I teach to enable students 
to work in Francophone minority 
communities ... | my teaching unit 
encourages faculty engagement and 
professional development 


related to active offer (Chapter 2). Other research has been conducted 
to better understand the needs of educational institutions and, in 
particular, the needs of professors in the teaching of active offer. 
An in-depth exploratory study was carried out in 2012 to exam- 
ine pedagogical approaches and content used to teach active offer of 
French-language services in health and social work programs in 
minority settings. A 29-question survey was sent to professors in the 
11 member institutions of the CNFS. Of the potential participants 
(n = 1,673), 123 responses were received, for a response rate of 7%. 
The results describe trends (expressed in averages or percentages) 
discovered in the various themes considered in the questionnaire. 
Our findings show that respondents do not feel very well equipped 
to teach about active offer in their classes (Benoit et al., 2015). Indeed, 
when they were asked about which aspects of active offer they been 
instructed in, more than half reported they had not been given any 
information about: determinants of health of Francophones in a 
linguistic minority situation (55%); specific social service and health 
care needs among Francophones in minority communities (61%); 
language proficiency (76%); cultural competence (61%); specific ele- 
ments of the active offer of French-language services (69%); and 
teaching strategies to prepare future professionals who will be called 
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to work in minority Francophone communities (71%). The last figure 
is very significant, and prompted us to look more closely at the type 
of training or education in active offer that would be most appropri- 
ate for professors in these programs. 

Moreover, some respondents noted they would like to be taught 
about the different survey themes to raise their awareness about 
Francophones in minority settings, as well as to improve how they 
teach students on this subject. Other respondents, however, pointed 
out obstacles such as the lack of time, the fact they do not already 
teach this content in class, or their own perception that they are 
already sufficiently competent. One last point of interest is that 86% 
of respondents “agreed completely” that it is important to educate 
faculty members on this subject. The survey clearly demonstrated a 
lack of knowledge about active offer among professors in health and 
social work programs. 


The Cultural Context of Active Offer 


According to Betancourt and Green (2010), becoming aware of and 
meeting the needs of a diverse population requires learning a vari- 
ety of skills. Ensuring that service providers can offer care and 
services effectively requires a culturally competent staff (Coutu- 
Wakulczyk, 2003). Culturally competent care providers recognize 
that a client’s culture encompasses many elements, such as beliefs, 
attitudes, and values, which influence care and services as well as 
communication (Health Canada, 2001). Cultural competence in 
health care is the “provision of health care that responds effectively 
to the needs of patients and their families, recognizing the racial, 
cultural, linguistic, educational and socio-economic backgrounds 
within the community” (Masi, 2000, p.8, quoted in Health Canada, 
2001, p. 229). We believe active offer is closely associated with the 
recognition of the culture of the minority. Professors who teach 
members of the minority language community in health and social 
work programs must be conscious of culture, which in turn influ- 
ences the design of education for future health care and social ser- 
vice professionals. 

Having laid out the context of education on active offer, as well 
as some of the elements of cultural competence in health care, we 
will now provide an analysis of issues relating to potential education 
on active offer as they relate to professors. 
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Educational Perspectives 


In this section, we present certain educational theories underlying 
issues in active offer teaching: (1) the pedagogical setting presented 
by Legendre (1983, 2005); (2) definitions of three basic types of knowl- 
edge needed to develop professional competence identified by 
Boudreault (2002); and (3) andragogic concepts for adult education, 
and the critical paradigm. 


Pedagogical Setting of Active Offer 


We will explore the act of teaching active offer in minority language 
settings by using the theoretical model of the pedagogical setting 
presented by Legendre (1983, 2005) and adapting it to professional 
development. The pedagogical setting is composed of four inter- 
related subsystems, namely the Subject, the Object, the Agent, and 
the Environment. The Subject designates the person or persons in the 
learning situation (the learner or student); Object corresponds to 
the objectives the Subject wants to attain and the knowledge the 
Subject wants to integrate; Agent refers to the resources that assist 
and facilitate the Subject’s learning, including people, approaches, and 
processes; Environment represents the context in which the Subject, 
the Object, and the Agent interact, and includes everyone involved 
in the learning situation (teachers, administrators, other students), 
operations that contribute to learning (enrolment, evaluation, cur- 
riculum development, administration), and equipment and facilities 
that contribute to the learning process (rooms, equipment, teaching 
resources, finances). 

The Subject, the Object, and the Agent interact in relationships 
which Legendre (1983, 2005) calls pedagogical relationships. There is 
a didactic relationship between the Agent and the Object, a teaching 
relationship between the Agent and the Subject, and a learning rela- 
tionship between the Subject and the Object. In examining the peda- 
gogical setting around education about active offer, we are particularly 
interested in the teaching relationship. 


The Three Basic Types of Knowledge to Develop Professional 
Competence 


In discussing continuing education for teaching professors of profes- 
sional programs, Boudreault (2002) describes interrelations among 
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three different types of knowledge involved in professional compe- 
tence. Boudreault explores the rationale behind developing different 
combinations of these types of knowledge: the interrelation between 
knowledge and attitude makes professionals knowledgeable, the 
interrelation between attitudes and skills produces adaptability, and 
the interrelation between skills and knowledge creates productivity. 

Boudreault (2002) defines “knowledge” as knowing or possess- 
ing systematic or organized knowledge; “knowing how to be” as a 
grouping of attitudes and soft skills* that includes outlooks, percep- 
tions, and values that are generally connected to a context; and 
“skills” as know-how or the abilities that come with experience 
working in a profession. The diagram presented in Figure 1 illustrates 
these types of knowledge and the interactions between the combina- 
tions. He also shows that education that does not include practical 
skill development will only create a knowledgeable professional, 
training that does not include knowledge will only produce an imple- 
menter, and education that does not include the development of soft 
skills could only produce a performer. Therefore, Boudreault (2002) 
defines professional competence as: 


The consequence of a simultaneous relationship of attitudes, 
knowledge, and skills, where each one of these elements is con- 
nected to the others and exerts an influence on the others in 
relation to the context of the social groups towards whom the 
individual’s education is geared. (p. 26) 


Figure 1. Development of Professional Competencies 
According to Boudreault (2002) 


knowledgeable 


competent , 
high- 7 
performer Ai 


know-how 


265 


266 


ISSUES AND STRATEGIES IN EDUCATING FUTURE PROFESSIONALS 


Andragogy and Its Perspectives on Adult Education 


The work of several key authors in the field of education will be dis- 
cussed in this section. Their ideas will help us create a vision of the 
type of education for active offer that could be made available in the 
future to professors who are, in every other way, experts in their dis- 
ciplines. Educating professors requires us to use an andragogical 
framework. Andragogy is defined by Legendre as “the science that 
examines all aspects of the theory and practice of teaching adapted to 
adults” (Legendre, 2005, p. 76). It is important to remember two basic 
principles: the learner is an autonomous, self-directed person, and the 
educator is a facilitator of learning rather than a transmitter of knowl- 
edge. Hypotheses underlying andragogy describe adult learners as 
individuals with independent self-concepts directing their own learn- 
ing who have varied experiences in their personal and professional 
lives and who solve problems daily. Adult learners engage in inquiry 
for and through “doing” and have a special interest in learning that is 
connected to their professional activities (Knowles, 1980). Our educa- 
tional program for professors in health and social service programs 
will be designed with these characteristics of adult learners in mind. 

Adult educators play a variety of roles. Sometimes they are 
content specialists and facilitators helping adults learn the content 
(Kolb, 1984); at other times they are artists and critical analysts 
(Brookfield, 1990). Adult educators create a learning environment 
linked to action or practice (Knox, 1986) that enables them to critically 
analyze their own teaching (Apps, 1991), and promoting critical 
thinking in learners (Mezirow, 1994). Although they act with a certain 
degree of professional authority, their main tasks are to motivate and 
guide the learners with whom they are working (Grow, 1991). 

Pratt (2005) provides a synthesis of five perspectives in adult 
education, bringing together the various roles reminiscent of the 
educational framework outlined in Legendre’s pedagogical setting. 
Pratt emphasizes that each perspective has its own advantages for 
the professor, the educational content, and the environment, and that 
each is connected with different teaching strategies. We have chosen 
to look at three of these perspectives: transmission of content, appren- 
ticeship and learning based on real situations, and teaching as a 
vector of social change or critical perspective. These seem particu- 
larly important for framing learning objectives related to knowledge, 
skills, and attitudes in active offer. 


Teaching Active Offer 


Active offer can be taught from a perspective of “transmission,” 
focusing on the effective delivery of the content: the concepts, defini- 
tions, and research data that describe the challenges of accessing care 
and services in the minority official language. 

Teaching skills (or know-how) is similar to “apprenticeship” or 
learning in a real situation. It may take the form of modelling during 
internships in a health or social service setting, where the preceptor 
or clinical instructor actively offers services, or of role play in the 
classroom, using complex teaching or simulated professional sce- 
narios to role play situations the future professionals may face. This 
perspective is intended to develop a community of learners and 
enable the professor to become the means by which content is pro- 
duced, which Pratt (2005) represents by the fusion of the Agent and 
the Object. 

Developing the attitudes and soft skills related to active offer 
fits very well into a perspective of social reform or critical thinking, 
an approach helping students discover their own values and beliefs 
as reflected by their attitudes in a given society. For example, before 
introducing the subject of active offer into the course, professors 
would first examine their personal beliefs and values about asking 
for and offering services in the official language of their choice, in 
order to give meaning to the content they will teach and to demon- 
strate the importance of active offer in their behaviour. As they are 
teaching, professors would also encourage students to reflect on their 
own beliefs and actions when they are requiring or receiving health 
or social services, and on the use of their language of choice. 

In his writing about the reflective practitioner, Schön (1994) 
explores how to guide learning about soft skills and attitudes. 
According to this theorist, professors need to demonstrate reflection 
in-action (professors reflect on and change their behaviour or teach- 
ing method as it is happening, in the actual classroom situation) and 
reflection on-action (professors take a step back from their day-to-day 
practice, and think about the content and their reasons for teaching 
the way they do). We believe this kind of reflective practice is an 
essential part of teaching active offer to professors. It allows them to 
position themselves in their actions and behaviours regarding active 
offer, hence to understand how they can adapt teaching methods to 
include this type of self-awareness and inquiry in their classroom 
practice. Reflective practice thus becomes a catalyst and spurs the 
creation of future reflective practitioners. 
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Educational Framework for Teaching Active Offer 


The theoretical perspectives described above guided us as we devel- 
oped a conceptual framework for education. In the sections that follow 
we will define knowledge, skills, and attitudes related to active offer. 
Acquiring all of these types of knowledge should lead to professional 
competence and skills that will make it easier for professionals to 
actively offer services in official language minority settings. We will 
then examine the two-fold role of the professor in teaching active 
offer, and will present a synthesis of the framework proposed. 


The Three Types of Knowledge as They Relate to Teaching 
Active Offer: Guidelines 


We explored the three types of knowledge (knowledge, skills, and 
attitudes) through the survey of professors in member institutions of 
the CFNS (Benoit et al., 2015) and through an extensive compilation 
of literature on the subject. The results enabled us to make an inven- 
tory of the different elements of knowledge necessary for an effective 
active offer of French-language services. The results were then vali- 
dated by groups of experts. The elements of knowledge were pub- 
lished in the Lignes directrices pour la formation à l'offre active des futurs 
professionnels en santé et en service social œuvrant en situation francophone 
minoritaire (Dubouloz et al., 2014) and are summarized in Table 3. 
These elements of knowledge for teaching active offer apply to stu- 
dents as well as professors, and are organized around the needs of 
the learner-student in professional programs and around the profes- 
sor in educational programs for students in OLMCs. 

These guidelines will be used in our objectives for education 
and training, to formulate recommendations for action in the area 
of teaching for university and college professors. 


Professional Competence or Knowledge to Act 

Our guidelines are based on the three types of basic knowledge lead- 
ing to professional competence. Legendre (2005) integrates knowledge, 
skills, behaviours, and attitudes in what he calls savoir-agir, which 
means knowing how to act or the “ability to put a wide range of 
resources, both internal and external, in particular the knowledge and 
experiences acquired in the school setting and those arising out of 
everyday life, into action” (p. 1203). According to the CNFS, the know- 
ledge to act in the area of active offer is the outcome of a variety of 
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Table 3. The Three Types of Knowledge in Education 
on Active Offer (Based on Bouchard & Vézina, 2010, 
and the Consortium national de formation en santé [CNFS], 2012.) 


Knowledge: Information linked to active offer 


+ Know the specific characteristics of FMCs (statistics, customs, particular needs, and 
other traits); 
+ Know the details of active offer, such as its definition, behaviours that promote 
active offer, and determinants of active offer; 
Know the importance of active offer to the health of FMCs (for example, patient safety); 
Know the basic principles of cultural competency; 
Know the fundamental principles of linguistic competency; 
Know Canada’s language laws. 


Skills: Competencies linked to active offer 


+ Convey the importance of actively offering services; 
* Demonstrate leadership skills related to active offer; 
e Recognize and participate in the development of a network to encourage active offer. 


For professors/trainers: 
+ Use the tools available to teach active offer. 


For students: 
e Use the tools available to make active offer. 


Attitudes: Values and attitudes linked to active offer 


Have a positive attitude towards active offer; 

Demonstrate professional ethics regarding diversity; 

Be conscious of own values and beliefs towards people from other cultures; 
Be sensitive to the needs of FMCs in order to support active offer; 

Be aware of own capacity and feelings about linguistic competency; 

Be aware of own capacity and feelings about cultural competency. 


For professors/trainers: 
e Demonstrate these attitudes when interacting with students from Francophone minority communities. 


For students: 
+ Demonstrate these attitudes when interacting with clients from Francophone minority communities. 


learning experiences leading to knowledge, skills, and attitudes related 
to active offer. Knowledge to act can evolve into “ethical leadership”® 
through which a health or social service professional can highlight 
the importance of the active offer of French-language services in her 
or his workplace, thus becoming a catalyst for change and innovation 
(Consortium national de formation en santé [CNFS], 2012). Within the 
framework of educating professors, this ethical leadership can also be 
a trigger for social change—in this case begun in the classroom by the 
professor who has new knowledge about active offer to share. 


The Two-Fold Role of Professors in Teaching Active Offer 
First of all, it is important to clearly understand the educational value 
of the professor in this pedagogical setting. The value lies in being both 
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a teacher of active offer and an actor in active offer. In their role as teach- 
ers, professors teach students the essential elements of knowledge, 
including the knowledge base (for example, the characteristics of 
OLMCs), skills (for example, the behaviours that promote the active offer 
of services in official language minority communities; see Chapter 12), 
and attitudes (for example, attitudes towards active offer to be applied 
in their future professional practice in OLMCs) related to active offer. 

In their role as actors, professors demonstrate these elements of 
knowledge, including their knowledge base (the social, political, cul- 
tural and health reality of OLMCs), their skill in actively offering ser- 
vices (demonstrated through their own behaviours and actions in the 
classroom with students from OLMCs), and their own attitudes and 
values toward their learners and community. The behaviour and atti- 
tudes of the professor must take into account the linguistic insecurity 
(Boudreau & Dubois, 2008; Desabrais, 2010) that frequently arises in 
minority settings, and the natural tendency of code switching or trans- 
languaging (Cook, 2001; Otheguy, Garcia, & Reid, 2015; Poplack, 1980). 
For example, in FMCs, to facilitate the development of language profi- 
ciency necessary for actively offering French-language services, the 
professor should promote the use of French in the classroom. However, 
if a professor insists that students from FMCs use standard French, she 
or he runs the risk of discouraging them from pursuing their studies 
in French (Landry, Allard, & Deveau, 2010). Meanwhile, learners from 
communities where French is spoken by the majority will not become 
aware of, or be sensitive to, the linguistic insecurity of others: their 
classmates, or their future clients who may be embarrassed to address 
a professional in French because they do not feel competent or comfort- 
able in standard French (Deveau, Landry, & Allard, 2009). Furthermore, 
Allard, Landry, & Deveau (2005) suggest people can become more 
conscious of, and sensitive to, the challenges of language and culture 
in an official language minority community if they have positive expe- 
riences or if they can observe ethnolinguistic models demonstrating 
their commitment to this community. Professors serve, then, as role 
models for their students. Their soft skills and the commitment they 
show to OLMCs will have a significant impact on building their stu- 
dents’ awareness in respect to active offer. 


Synthesis of the Conceptual Framework for Teaching Active Offer 
Figure 2 is a synthesis of different types of knowledge and learning, 
all of which can be helpful for professors developing teaching 
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practices to use in academic programs preparing students to work 
in health care and social services in OLMCs. We can see the category 
of skills is considered to be the most important type of knowledge 
in the teaching relationship, ranking before the other two types. 
Knowledge to act is depicted here as an outcome of all the compo- 
nents in the framework. 


Figure 2. Types of Knowledge Demonstrated by Competent 
Educators in Their Teaching Practices 
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Thoughts on Issues in Teaching Active Offer 


Particular issues arise when active offer is taught in minority lan- 
guage settings. A pilot project in 2014-2015 on introducing education 
on active offer to students in Bachelor of Social Work and Master in 
Occupational Therapy programs gave us some insight into the kind 
of issues and challenges involved. 

Both programs in the pilot project had a mission to prepare 
students to work in Francophone minority communities. The project 
was intended, first of all, to document the strategies and mechanisms 
used by the program directors and professors to insert active offer 
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into the curriculum. Second, the project gave us the opportunity to 
document the teaching strategies used and their impact on the stu- 
dents’ learning experiences. The thoughts provided below were 
inspired by the comments of the five professors who took part in the 
pilot project; their comments were collected during group interviews 
at the end of the academic term when they taught their course. The 
interview questions were based on the analysis and evaluation of 
program implementation in Champagne et al. (2009). 


Table 4. Professors Participating in Pilot Project 


Program ProfessorPartner Year-Level 
Occupational Therap} Prof1 1% year, Master's 
Prof2 2°“ year, Master's 
Prof3 a year, Master's 
Social Work Prof1 2" vear, Bachelor's 
Prof2 3" year, Bachelor's 


Issues in Teaching the Knowledge Base 


Professors who teach in Francophone health and social service pro- 
grams in universities and colleges outside Québec, and who need to 
contribute to developing educational content on the active offer of 
French-language services in OLMCs, are hired for their expertise in 
their discipline or field. Although faculty members at universities 
and colleges having a particular mission towards OLMCs may come 
from anywhere in the world, they are rarely expected to be familiar 
with the characteristics of the different Francophone student popula- 
tions in their classes and they do not receive any preparatory training 
about OLMCs or about active offer. On the other hand, proficiency 
in French and the ability to teach in French are essential qualifica- 
tions for hiring or tenure at most of these universities and colleges 
with a Francophone mission. 

The professor-participants in the pilot project reported prior 
to the project that they were unaware of what their students needed to 
know about active offer. Instead, they assumed they were simply 
teaching in French and would prepare the future professionals in 
their classes to work with members of OLMCs. Since they had not 
been raised in an environment where French was a minority lan- 
guage, they were unfamiliar with the exact characteristics of OLMCs 
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and were unaware of the scope and extent of the challenges involved 
in offering care and services in these settings. 


Issues in Teaching the Skills 


Professional development for professors in colleges and universities 
is generally done on a voluntary basis and depends on individual 
needs. The training most frequently offered is to develop teaching 
skills, but it is optional. In their professional development and men- 
torship program for college-level faculty, St-Pierre and Lison (2009, 
p. 26) note that: 


Teachers in the college system are hired as specialists in the 
discipline they teach or in the profession targeted by the pro- 
gram of study in which they work. They are not required to have 
an academic background that qualifies them in teaching, nor to 
enrol in credit courses in professional development. 


This is also true of university settings. 

Another problem arises when university programs establishing 
the guidelines for faculty professional development compartmen- 
talize planning. This causes an additional challenge for developing 
different types of knowledge related to a common concept such as 
active offer, which is to be taught in a range of health and social 
service disciplines. Thus, another obstacle in the planning process 
occurs when we offer continuing education opportunities for active 
offer in official language minority communities in an inter- 
professional or interdisciplinary framework. 

The professors taking part in the pilot project sometimes felt 
stressed by the idea of offering this new element; they were not sure 
how to present it in their disciplinary context. It was also stressful 
to think their students might react negatively to perceptions this 
was an important concept in their professional program. For some 
of them, the concept of active offer was new: they had to familiarize 
themselves with the idea and, at the same time, decide on appropri- 
ate pedagogical strategies. One mentioned she was taking a “risk” 
by adding a new element and adopting a different pedagogical 
approach. However, most of the professors appreciated the experi- 
ence of adding this content to their course and said they would do 
it again. 
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The majority of the professors chose and adapted materials in 
the Tool Box (http://www.offreactive.com/) and said they greatly 
appreciated this resource. They said the Tool Box is a good resource 
for a professor and an attractive reference to share with their stu- 
dents. However, the Tool Box is not a standalone curriculum for 
learning about active offer. Participants indicated professors using 
it need to have a solid knowledge of pedagogy and an advanced level 
of teaching skills to succeed in teaching it to their students. 

Some professors also called on experts in the field—for example, 
a representative of CNFS or employees of Francophone organiza- 
tions—either to offer a basic education in active offer or to take part 
in a round table. This way, they were able to draw on resource people 
to develop their skills base. Professors in the social work program 
also said they appreciated the help of a research assistant working 
on the project as they prepared their material. They felt they could 
communicate with her and contact her when they had questions or 
wanted feedback. Based on their comments, we feel that having 
access to a mentor may be beneficial for the professors when they 
are learning about active offer. 


Issues in Teaching Attitudes 


None of the professors taking part in the pilot project had grown up 
in a community where French was a minority language. They admit- 
ted that, before starting work at the university, they were not very 
familiar with the reality of Francophone minority communities. For 
them, receiving or asking for services in French, their mother tongue, 
had never been a problem. They confirmed they had become more 
and more aware of the particular characteristics of Francophones 
who live in minority settings, and more attuned to their role as 
professors or placement coordinators in preparing their future 
graduates to work with members of OLMCs in health care and 
social work settings. 

In conclusion, the observations of professor-participants in 
education on active offer are very positive. They believe the learning 
in their courses should be reinforced by a placement or internship 
in a Francophone minority setting, and that other learning experi- 
ences during their academic program could contribute to a greater 
awareness about active offer on the part of their students. 
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Conclusion 


This chapter started with an introduction to active offer in the social 
services and health care sector in official language minority com- 
munities by contextualizing education on active offer and the cultural 
aspect, which takes the diversity of OLMCs into consideration. In 
the context of a pedagogical setting (Legendre, 1983, 2005), we deter- 
mined which three types of basic knowledge contribute most to 
professional competence in an andragogical perspective. We then 
applied these theoretical perspectives by proposing more specific 
definitions of the knowledge base, skills, and attitudes involved in 
active offer, and suggested that the acquisition and interaction of 
these three types of knowledge leads to knowledge to act. This led 
to a synthesis of our conceptual framework in which we locate the 
position of the professor/agent who integrates and teaches the three 
types of knowledge, thereby demonstrating her or his knowledge to 
act on active offer. Finally, in the last part of the chapter, we pre- 
sented some thoughts on the particular issues involved in teaching 
active offer, as identified in a pilot project that introduced an educa- 
tional component on active offer into professional courses. 

Our proposal for an educational framework on teaching active 
offer meets professors’ needs, revealed in first study, to have a solid 
foundation in the knowledge, skills, and attitudes involved in teach- 
ing active offer. With this foundation, professors can develop the 
knowledge to act that will give them confidence in their role as cata- 
lysts or agents of social change. Indeed, our findings suggest that 
professors feel a certain amount of insecurity about introducing this 
new concept into courses in their disciplines. 

We suggest this type of preparation for teaching active offer 
should be delivered through an experiential approach that fosters a 
reflective practice, as presented by Schön (1994). The preparation 
would initially serve to raise the professors’ awareness of the issues 
related to accessing services in the official language of one’s choice 
in a minority setting, and of the importance of active offer in OLMCs. 
Next, pedagogical resources would be suggested; professors could 
use this material in their subsequent teaching. Materials would 
include the Tool Box for the Active Offer, the Mesure des comportements 
de l'offre active (Chapter 12), and an observation protocol for active 
offer behaviours (article in preparation). This education would act 
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as a mechanism for improving resources as knowledge on active offer 
evolves. Indeed, the concept of active offer as a means to promote 
access to services in the official language of one’s choice in a minority 
setting is relatively new. Research currently under way will no doubt 
generate new ideas about best practices in active offer, teaching 
approaches and assessment methods, and changes in the practice of 
health and social service professionals who have benefited from 
education on this subject. 

To support professors as they plan and prepare courses that 
include education on active offer, it would be helpful to appoint a 
resource person in educational institutions. This person’s mission 
would be the education of health and social service professionals. 
He or she would have a solid knowledge of active offer and of the 
tools and resources available, as well as a sound understanding of 
university pedagogy, and would be available to answer the profes- 
sors’ questions, provide them with materials and ideas, and guide 
or mentor them, depending on their needs. 

Finally, it would also be beneficial to establish an active offer 
community of practice. A community of practice (Wenger, 1998) 
consists of a group of people working together to create local solu- 
tions to problems they face in their professional practices. After a 
certain time, and as these people share their knowledge and exper- 
tise, they develop a common foundation of learning. A community 
of practice on active offer might include professors from a range of 
disciplines, someone from the CNFS as an expert in the concept of 
active offer, and perhaps a person who is specialized in university 
teaching. This community of practice could play a leadership role in 
active offer in the educational institution. 

The active offer of services in the official language of one’s choice 
is a key lever ensuring a professional relationship that is safer and 
more respectful of the rights of users in health care and social service 
facilities. Educating professors about active offer would help them, in 
turn, educate future professionals who have integrity, are competent, 
and work from a client-centred approach. In essence, they will be 
better able to comply with the ethics codes of their professions. 


Notes 


1. We wish to thank the CNFS for its financial support for this initiative 
to educate professors in health and social service programs about active 
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offer, which allowed us, in the first phase of our research, to situate this 
education in the conceptual framework outlined in this chapter. 

2. This need has been well researched by such authors as P. Bouchard and 
her colleagues, in Chapter 2 of this book. 

3. We use the term “professor” in this chapter to refer to instructors, train- 
ers, and teachers in various programs of medicine, health care, social 
work, and social and human services at both the college and university 
levels. 

4. Following a discussion in 2017 with Professor Renald Legendre from 
the Université du Québec in Montreal, who is the author of the 
Dictionnaire actuel de l'éducation, we have chosen the term “pedagogical 
setting” in English as the closest term to the French model now well 
ingrained in education theories in Québec of the “Situation péda- 
gogique.” It encapsulates the three components in interrelation during 
a teaching/learning situation, i.e, the Subject, the Object, the Agent, 
and the Environment as key elements that influence this situation. 
Other terms seem to be used in English that refer to the “Situation 
pédagogique,” namely: pedagogical, situation, environment, 
surrounding(s), ecosystem, and context. 

5. Pratt (2005) labels his five perspectives Transmission (of content), 
Apprenticeship (in which the learner learns by performing authentic 
tasks and/or in real settings), Developmental (based on cognitive stages), 
Nurturing (caring for learners and facilitating their personal growth), 
and Social Reform (teaching as a vector of social change). 

6. The CNFS identifies behaviours of ethical leadership that are connected 
to personal, social, and cultural values and promote the active offer of 
services in the minority language (CNFS, 2012, p.22). 

7. Boudreault’s diagram was developed in French; the authors of the cur- 
rent chapter communicated with him in order to discuss possible 
English translations. The French term “savoir-être” is usually translated 
as “people skills” but professor Boudreault’s definition of “savoir-étre” 
is larger; Boudreault therefore preferred the term “soft skills”, defined 
by The Collins English Dictionary as “desirable qualities for certain forms 
of employment that do not depend on acquired knowledge: they 
include common sense, the ability to deal with people, and a positive 
flexible attitude.” 
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CHAPTER 12 


Behaviours Demonstrating 
Active Offer: Identification, 
Measurement, and Determinants’ 


Jacinthe Savard, University of Ottawa and Institut du savoir Montfort, 
Lynn Casimiro, Collége La Cité and Institut du savoir Montfort, 
Pier Bouchard, Université de Moncton, and Josée Benoit, University of Ottawa 


Abstract 


In this chapter, we present the behaviours we have identified encour- 
aging and demonstrating the active offer (AO) of social services and 
health care in French in minority settings, how we measured them, 
and how we used these measurements to identify the determinants 
of AO. We will discuss the tools we developed to measure indi- 
vidual AO behaviours, individual perception of organizational 
support for AO, and personal characteristics that influence AO 
behaviours (determinants). Various quantitative methods were used 
to reach our objectives. The results demonstrate that organizational 
support is the most important determinant of individual AO behav- 
iours. Once controlled for, additional factors included three personal 
characteristics that increase propensity to demonstrate AO behav- 
iour: education about AO, affirmation of Francophone identity, and 
competency in French. The sense of competency in English, on the 
other hand, has a negative association with AO of French-language 
service. A better understanding of these determinants enables us to 
refine our strategies to improve the awareness and education of 
future health and social service professionals on AO. 


Key Words: active offer behaviours, measurement, determinants, 
organizational support, individual behaviours, quantitative research. 
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Introduction 


In previous chapters, we examined the importance and challenges 
of actively offering social services and health care in the official 
language of the user’s choice in official language minority communi- 
ties (OLMCs). We also looked at the challenges of preparing the next 
generation of health and social service professionals capable of taking 
concrete actions to support AO. We will review some of these topics 
in order to better explain the process used to develop our OA mea- 
surement tools. 

There are several definitions of AO (Bouchard & Desmeules, 
2011) and we have selected this one for its simplicity and clarity: 
“Active offer can be considered as an invitation, verbal or written, 
for people to use the official language of their choice when accessing 
services. This invitation must precede their service request” (trans- 
lated from Bouchard, Beaulieu, & Desmeules, 2012, p. 46). Several 
authors emphasize the importance of actively offering a service? in 
French in Francophone minority communities (FMCs) before the 
user? asks for it: the sense of linguistic insecurity regarding the user's 
own language skills in French (Desabrais, 2010; Deveau, Landry, & 
Allard, 2009); the historical and current lack of services in French 
(Lortie & Lalonde, 2012) that leads to the conviction it will be impos- 
sible to receive them (Société Santé en francais, 2007); the fear of not 
receiving these services quickly (Bouchard et al., 2012; Drolet et al., 
2014; Lortie & Lalonde, 2012); the belief that services in French will 
potentially be of lower quality (Drolet et al., 2014); the internalization 
of a minority identity (Tajfel, 1978; Tajfel & Turner, 1986), which may 
result in the user having difficulty asserting his or her right to ser- 
vices in the language of the minority (Drolet et al., in Chapter 6); the 
sense that it is easier to speak in English rather than listen to a pro- 
fessional struggling to speak in French (Deveau et al., 2009); the lack 
of French vocabulary when speaking about health issues, which may 
lead the user to wonder if spoken or written information will be 
harder to understand in French than in English (Bouchard, Vézina, 
& Savoie, 2010; Deveau et al., 2009). 

Because of these characteristics, the user may not ask to receive 
services in French and service providers will most often spontane- 
ously offer services in the dominant language (de Moissac et al., 
2012; Forgues, Bahi, & Michaud, 2011). Thus, AO means more than 
simply posting a sign offering services in both languages; it entails 
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taking culturally appropriate and sensitive actions so all users will 
feel comfortable receiving health services in their own language. 


Why Measure Active Offer and its Determinants? 


Research by Bouchard and her colleagues (Bouchard & Vézina, 2009; 
Bouchard, Vézina, Cormier, & Laforge, in Chapter 2) in communities 
across Canada suggests that even people who have been educated in 
French and who live in a Francophone minority community are 
underprepared when it comes to recognizing issues connected to the 
active offer of services in French and taking action to improve the 
comfort level of people requesting these services. Since educational 
efforts have recently been invested to better equip service providers 
to understand the concept of AO and its application to social services 
and health care, it is important to find ways to evaluate the results 
of these efforts. Several evaluation approaches could be used; here 
are some examples: 


1) Measuring knowledge: written or multiple choice exams with 
questions to determine if the learner is familiar with the 
various aspects of AO; 

2) Measuring attitudes and values (people skills): asking the 
learner the extent to which he or she believes different 
aspects of AO are important; 

3) Measuring behaviours (skills or know-how): observing the 
learner as he or she applies the concept in a real situation or 
a simulation, or asking the learner to do a self-evaluation of 
his or her behaviours. 


Our team was particularly interested in measuring AO behav- 
iours, that is, the actions that actually demonstrate AO. We also 
wanted to identify the determinants> of AO; in other words, the 
characteristics that influence the propensity of a person to act in this 
way. For example, one could think that a person who has a strong 
Francophone identity is highly aware of accessibility issues, and may 
demonstrate more AO behaviours. We hoped to confirm which of 
the probable determinants have a decisive impact on observable AO 
behaviours. Better knowledge of AO determinants and their impact 
will give us valuable insight into potential action, by highlighting 
the underlying aspects of AO that could be influenced by educational 
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programs and would be important to support so that service provid- 
ers would be more likely to act in this manner. 


Objective of the Research Program 


At the time we began these studies, our consultations and literature 
review had not uncovered any measurement tools to evaluate AO 
behaviours and determinants. Thus we had to design, produce, and 
validate measurement tools. We created three tools: the first 
addresses the way service providers perceive their own AO behav- 
iours (see A of Figure 1); the second addresses the way service pro- 
viders perceive the actions of their own organization to support AO 
(see B of Figure 1); and the third addresses factors that possibly 
determine the practice of AO, such as the ethnolinguistic vitality of 
the community, identity and acculturation, level of self-determina- 
tion, and cultural competency (see C of Figure 1). The ultimate 
objective was to examine the extent to which the probable determi- 
nants (C) predict the AO of French-language services (A) by service 
providers who speak French, and the extent to which organizational 
support (B) influences these links. 


Figure 1. Active Offer Behaviours 


C 


Determinants 


A 


Active Offer 


Prediction 


) Ethnolinguistic vitality 
) Identity / Acculturation 
) Self-determination 

) Cultural competencies 


B 


Organizational Support 


This chapter describes our research process and results. We 
began by identifying indicators of AO behaviour and transforming 
these indicators into questions in order to create Questionnaires A 
and B. We continued by studying the measurement properties® of 
these two questionnaires, simultaneously finding ways to measure 
variables we considered probable determinants of AO, so as to 
explore their association with AO behaviours and to refine the mea- 
surement of these variables (Questionnaire C). 
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Designing Tools to Measure the Active Offer Behaviours (A) 
and Organizational Support for Active Offer (B) 


A preliminary step in designing tools to measure AO consisted of 
outlining a clear description of AO and its measurable characteristics 
and behaviours. This step was divided into two parts: first, an 
exhaustive review of the literature; then, second consultation with 
experts in the AO field? This study is described in detail elsewhere 
(Savard, Casimiro, Bouchard, Benoit, Drolet, & Dubouloz, 2015). We 
will summarize the main points here, focusing on the reasons that 
justify the recommended actions. 

A structured review of published studies provided a list of 
25 organizational actions that facilitate AO. Very few articles 
addressed elements related to the individual behaviour of service 
providers (in other words, the behaviours that our educational pro- 
grams on AO were trying to influence). However, we were able to 
transpose some organizational actions into individual behaviours to 
expand the list of behaviours we believed we would observe among 
individuals actively offering services. 

Two guides (Francophone Affairs Secretariat of Manitoba, 2011; 
Gouvernement de l’Île-du-Prince-Édouard, 2012) specified the indi- 
vidual AO behaviours expected of their staff who worked in points 
of service that were designated bilingual. Among the behaviours are 
the following: staff members should wear a pin that shows they can 
offer services in both languages or make sure that their French- 
language service sign is visible; they should always greet users in 
both languages and continue the conversation in the official language 
chosen by the user; they should reply to correspondence (letter, 
email, etc.) in the language in which it was written. In addition, it is 
recommended that staff members who do not speak French immedi- 
ately refer the user to a bilingual co-worker and indicate the user’s 
choice of language. These basic directions have since been incorpor- 
ated into other documents on AO (for example, Government of New 
Brunswick, 2015). 

In the majority of documents we consulted, the order of lan- 
guages used in greetings is not important. However, Manitoba’s 
document instructs people to “Generally, use English first and French 
second. (In completely bilingual service centres, use French first and 
English second)” (Section IL. p. 5). In their study of the use of French- 
language services in Nova Scotia, Deveau and his colleagues (2009) 
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observed that Francophones are rarely inclined to speak French when 
they notice the staff member they are addressing has difficulty 
speaking French. They also suggest posting in French first in regions 
where there is a high concentration of Acadians, in order to make 
the use of French more prominent. 

Most of the literature on organizational actions deals with the 
importance of producing official communications from the organiza- 
tion in both languages (Consortium pour la promotion des commu- 
nautés en santé, 2011; Francophone Affairs Secretariat of Manitoba, 
2011; Gouvernement de l’Ile-du-Prince-Édouard, 2012) and the 
importance of providing bilingual or French-language tools to sup- 
port bilingual staff members (Bouchard, Desmeules, & Gagnon- 
Arpin, 2010; Consortium pour la promotion des communautés en 
santé, 2011). Some documents mention having Francophones repre- 
sented among the organization’s decision-makers (Consortium pour 
la promotion des communautés en santé, 2011) and having continuing 
education or in-service activities for staff on the importance of 
French-language services and the concept of AO (Deveau et al., 2009; 
Lortie and Lalonde, 2012). 

The first compiled list of AO behaviours was submitted to a 
group of nine experts, who suggested several relevant aspects that 
were either missing or not sufficiently emphasized in the literature. 
In their opinion, it is preferable in a Francophone minority commu- 
nity for the service provider—in order to make it more obvious that 
she or he is willing and able to speak French—to speak in French first 
when asking users whether they prefer communications to be in 
French or in English. A pleasant, enthusiastic, and clear “Bonjour” 
seems to be the best way to demonstrate this willingness. It is also 
important for the service provider to show she or he is ready to com- 
municate in one language or the other, and to adapt her or his 
vocabulary to the cultural context of the users so that the latter feel 
comfortable using their “everyday French.” 

Regarding informational, educational, and assessment tools 
when the resource is available in the language of the minority, the 
user should systematically be offered to access the information in 
both official languages. For the expert group, a culturally sensitive 
service provider should show leadership, for instance, by undertak- 
ing to find and obtain educational material in French (information 
sheets, pamphlets, exercise programs, etc.) when resources are not 
available in the facility. Moreover, the service provider should, 
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whenever possible, use documents that feature the French and 
English versions in the same document so users do not have to 
choose. This is because, in a minority setting, the choice may be a 
difficult one to make if people are not comfortable with the French 
vocabulary used in the social service or health field, or if they want 
to share the information with a caregiver or family member who is 
more comfortable in English. 

Furthermore, service providers should ensure their French- 
language assessment tools are at a language level appropriate for 
their clients. When using standardized measures, service providers 
should verify whether the reliability and validity of the French ver- 
sions have been examined in French and whether these measure- 
ment studies included Francophones in minority communities, and 
interpret the results accordingly. The experts added that if a service 
provider supervises interns and the client population includes a 
strong percentage of Francophones, she or he should ask to have 
interns who can speak French. The service provider should specify 
the language used by the client on transfer forms to facilitate the 
continuity of services in French when the client is referred to 
another organization. To demonstrate leadership, each service pro- 
vider should look for every opportunity to promote French- 
language services, and take steps to remedy the situation when they 
become aware of language gaps in their organization. Service 
providers should also seek out opportunities for continuing educa- 
tion in French. 

Following the suggestions of Beaulieu (2010), the experts 
pointed out how important it was for individuals working in an 
Anglo-dominant setting to feel supported by their employer if they 
are to put their willingness to actively offer French-language ser- 
vices into action. It seems imperative that indicators of organiza- 
tional support for AO be measured at the same time as individual 
AO behaviours. 

From this work, we constructed two questionnaires, one sur- 
veying 20 types of individual AO behaviour, divided into three sec- 
tors of activity, and another on their perception of 34 organizational 
actions that could support AO, divided into six sectors of activity. 
The content validity of the tools was examined through a Canada- 
wide Delphi survey. Relevant suggestions from the survey were 
incorporated and this process resulted in the creation of an experi- 
mental version of each of the two questionnaires. 
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The experimental version of the two questionnaires was submit- 
ted to 60 graduates of health and social service programs from the 
universities of Ottawa and Moncton for an initial study of its mea- 
surement properties. The measurement study has been described in 
more detail elsewhere (Savard, Casimiro, Benoit, & Bouchard, 2014). 
Results led to changes in both questionnaires to improve the quality 
of their measurement properties, changes that are reflected in the 
first official versions of the two questionnaires to measure AO. These 
are appended at the end of this chapter. 

In the questionnaire about individual behaviours, respondents 
rated the frequency of their own AO behaviours by responding to a 
series of 23 statements, grouped according to three domains or sub- 
scales. In the questionnaire about organizational support, respon- 
dents rated their perception of the prevalence of organizational 
support for AO in their workplace by responding to 42 statements, 
grouped according to six domains or subscales. Responses to each 
statement assessed the frequency of the behaviour on a scale of 
1 (never) to 4 (always). The experimental trial proved the question- 
naires had certain measurement properties: good internal consis- 
tency,’ acceptable temporal stability,? and construct validity’ 
consistent with our expectations. 

In their current state of development, the measures can be used 
as self-assessment tools for people who want to compare their own 
AO behaviour to an entire range of behaviours. This self-assessment 
can help service providers develop an initial awareness of AO prin- 
ciples, and help them improve their own behaviour or work with 
their organization to introduce practices that facilitate AO. The 
questionnaires also provide a means to measure AO in order to 
examine its determinants. 


Designing a Tool to Measure the Determinants of Active Offer 


Kahn’s personal engagement theory (1990, 1992) served as a starting 
point to identify possible determinants of AO as it encompasses 
several concepts related to engagement at work that might foster 
engagement towards AO. According to Kahn, four different compo- 
nents define people’s engagement in the workplace: the cognitive 
dimension, mainly concerned with the individual’s identity; the 
emotional connection to the role performed in the workplace; 
the physical characteristics of their workplace, such as the location 
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and working environment; and their existential position in relation 
to the meaning they give their role. 

From the literature we were able to identify a series of concepts 
related to each of the four dimensions in this framework; we then 
researched existing questionnaires measuring these concepts. Since 
questions on the workplace environment were already included on 
the questionnaire on organizational support for AO, our subsequent 
research focused mainly on the three other dimensions (Figure 2). 


Figure 2. Components of Personal Engagement 


A — COGNITIVE C- PHYSICAL 


Ethnolinguistic Identity 
Language Proficiency Subj ective Vitality 
Language Behaviours (Landry et al., 2008) 

(Landry et al., 2008) 

Workplace AtmosphereEnvironment 


Cultural Competency (Bouchard & Vézina, 2009) 


(Campinha-Bacote, 2002) 


B — EMOTIONAL D- EXISTENTIAL 
Desire for integration Self-Determination 
(Landry et al., 2008) (Deci & Ryan, 1985; Guertin et al., 2015; 


Radel et al., 2013; Ryan & Deci, 2000) 


Linguistic Motivation 
(Landry et al., 2008) 


Among the work we reviewed on the linguistic minority con- 
text, we found the Modèle intergroupe de la revitalisation ethnolinguis- 
tique (intergroup model of ethnolinguistic revitalisation) of Landry, 
Allard, and Deveau (2008) well aligned with Khar’s theory. After 
conducting various empirical studies, these authors showed the lan- 
guage behaviour of Francophones is closely connected to the ethno- 
linguistic vitality of their community. The weaker the ethnolinguistic 
vitality of the Francophone community is, the more closely the lan- 
guage behaviour of Francophones resembles that of Anglophones. 
The relationship the authors observed is so strong that it is described 
as the result of “social determinism” (ibid., p. 59). Thus, factors that 
originate in the psycholinguistic development of an individual (for 
example, the desire to belong in the minority or majority community, 
ethnolinguistic identity, language proficiency, and language 
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behaviours) could have an influence on the likelihood of the person 
to introduce himself or herself openly as a Francophone and to make 
efforts to actively offer services in French. Our questionnaire about 
determinants of AO was informed mainly by components related 
to psycholinguistic development (see A, B, and C of Figure 2) and by 
a questionnaire designed to measure the identity construction of 
young Francophones who attended French-language secondary 
schools in minority communities (Landry, Allard, & Deveau, 2010). 

As Landry and his colleagues note (2008; 2010), social determin- 
ism is potentially counter-balanced by individual self-determination 
(see D of Figure 2). Self-determination is the capacity of individuals 
to make their own choices and stems from their having three basic 
needs met: autonomy, competence, and relatedness (Deci & Ryan, 
1985; Ryan & Deci, 2000). To this end, we included the Échelle de moti- 
vation générale (general motivation scale, EMG-18: Luc Pelletier, per- 
sonal communication, October 16, 2012) in our questionnaire. The 
scale, based on the self-determination continuum described by Ryan 
and Deci (2000), includes 18 statements, three for each of the follow- 
ing constructs: intrinsic motivation, integration, identification, intro- 
jection, external regulation, and amotivation. The scale allows for 
the calculation of an index of self-determination (Radel, Pelletier, & 
Sarrazin, 2013). The scale of language motivation in the questionnaire 
developed by Landry et al. (2010) is also based on these concepts, but 
applied to the learning and use of French and English. 

Last, questions on the cultural competency were added, based 
on the model developed by Campinha-Bacote (2002) (see A of 
Figure 2) that views cultural competency as a process labelled 
“ASKED, ” comprising five components: awareness, skills, knowledge, 
encounters, and desire. Twelve instruments to measure cultural com- 
petency were identified (Guitard, Dubouloz, Benoit, Brosseau, & 
Kubina, 2013) and inspired four questions on general cultural com- 
petency and 12 questions about knowledge of the needs of FMCs. 

In total, the experimental version of the questionnaire on AO 
determinants included 202 questions (Table 1). The questionnaire 
provided an opportunity for us to undertake three explorations of 
links between the AO behaviours of service providers (A of Figure 1); 
certain socio-demographic variables of the service providers and 
their workplace; the organizational support for AO (B of Figure 1); 
and potential determinants arising from personal characteristics 
(C of Figure 1). 
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Table 1. Linguistic Characteristics of Sample 


Used in analyses* 


Variables Dimension Number of questions Exploration 2 Bie 
Mother tongue/First official language Cognitive 2 2 
still understood 1 
Linguistic identity (Francophone, Cognitive 4 (Francophone 4 
Anglophone, bilingual, or other) identity) 
Sociolinguistic identity (for example, 
Francophone from minority or Cognitive 7 *Note 3 
majority language group) 
Cogniti 1 
Language of education a / 3 Total of 3 (Overall 
ysica Score) 
Education on subjects related to AO Cognitive 8 Total of 7 7 
Self-assessment of cultural 
competencies 
* general Cognitive 4 Total of9 4 
* knowledge of Francophone 5 5 
minority communities 
Language behaviours: Extent to which 
French or English is used with friends, 
at work, etc. Higher score indicates Physical 15 Total of 15 *Note 4 
greater use of French 
Linguistic insecurity inFrench Emotional 6 Total of 6 6 
Speak and advocate for French Emotional 6 Total of 6 6 
1 Overall 
General motivation Existential 18 Rating, 8 
*Note 1 
Sub-Total: 78 
Questions asked about each of the languages or French English 
linguistic communities: 
Ethnolinguistic vitality of your region Physical 8 8 2 x total of 8 6 
Pride/Protection of linguistic Emotional 3 3 2x total of 3 6 
community 
Sense of competency in language Pi vale 5 5 2 x total of 5 0 
pense of autonomy whet using Emotional 5 5 2 x total of 5 0 
language (linguistic motivation) 
Sense of comfort in relationships with Emotional 5 5 2x total of 5 0 
both language groups 
Linguistic motivation Existential 26 26 *Note 2 *Note 5 
Languageproficiency in specific tasks Cognitive 10 10 2 x total of 10 20 
Sub-Total: 62 62 125 
Total 202 


*Note 1: Overall rating of self-motivation, calculate by using the following formula: 


Self-motivation = [3(intrinsic) + 2(integrated) +(identified) - (introjected) - 2(external) 


- 3(amotivation)] (Radel et al., 2013). 


*Note 2: The data did not allow calculation of an overall rating of self-motivation; not used 


in this exploration. 


“Note 3: Redundant questions with the variable “linguistic identity;” not included in factorial 


analysis presented below. 


*Note 4: Redundant questions with the variable “Speak and advocate for French;” not included 
in factor analysis presented below. 


*Note 5: Redundant questions with the variable “Feeling of autonomy,” not included in factor 


analysis presented later on. 
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Exploration of Determinants of Active Offer 


This section will begin by describing each of the three exploratory 
studies, and then will present the results to outline what we have 
learned so far about possible determinants of AO. 


First Exploration 

The first study, aimed at calculating the measurement properties of 
the two questionnaires on AO, also allowed us to collect data on 
potential AO determinants. The study was conducted among gradu- 
ates of health and social services programs at the University of 
Ottawa and the Université de Moncton. Participants were either 
working or had worked previously in a health care or social service 
position, in a province other than Quebec. Of the 1771 people invited 
to participate, 160 (9%) responded. Respondents were excluded if they 
did not have work experience outside Quebec or if they left more 
than 50% of the questions on Questionnaires A and B unanswered. 
The final sample for this study was composed of 60 people. 

Data collection included a questionnaire on socio-demographic 
data, the two questionnaires (Questionnaire A—Individual 
Behaviours and Questionnaire B—Organizational Support) from the 
Mesure de l'offre active de services en français en contexte minoritaire (the 
Active Offer of French-language services in Minority Context 
Measure), and the questionnaire on possible determinants of AO 
(Questionnaire C). The questionnaires were published online using 
the FluidSurveys software. 

The socio-demographic information gathered included the 
province or territory in which the person worked, as well as her or 
his area of studies and primary role at work. The data on the work- 
place included the working language of the facility, the proportion 
of clients to whom French-language services are offered, and the 
type of facility. A majority of respondents spoke French as their 
mother tongue (Table 2) and worked in Ontario, primarily in the 
Ottawa area (75%), or in New Brunswick (16.7%) (Table 3). In this 
sample, there was little variation in the psycholinguistic develop- 
ment of the respondents. For example, 70% of respondents had 
completed most of their studies in French. All of them considered 
themselves either Francophone or bilingual; no one selected 
Anglophone as the primary identity. The fact that the sample was 
relatively homogenous in language limited the opportunities for 
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some analysis. This led to a second exploration with a more hetero- 
geneous sample. 


Second Exploration 

The second study explored personal factors related to AO behav- 
iours during a clinical placement for Anglophone, Bilingual, and 
Francophone students in medicine from the University of Ottawa, 
the Northern Ontario School of Medicine (NOSM), and the Centre de 
formation médicale du Nouveau-Brunswick (CFMNB). Data collection 
proceeded in a similar fashion to the first exploration: socio- 
demographic questionnaire, Questionnaires A, B, and C online via 
FluidSurveys. The only differences were in the socio-demographic 
characteristics examined: this time they included gender, age group, 
program of study, mother tongue, and ability to communicate with 
a service user in French. 

Of the 508 students in the three medical programs invited to 
an information session, 98 were interested in participating in the 
study and received the link to the questionnaires. Forty-three stu- 
dents completed the questionnaires, which corresponds to a response 
rate of 8.5% for eligible students and 44% for those who had expressed 
an interest in the study. A majority of respondents were from the 
University of Ottawa (58.1%) and from NOSM (37.2%). Only one stu- 
dent (2.3%) was from CFMNB. 

This time, the respondents had varied linguistic profiles 
(Table 2). Indeed, even though they were almost all bilingual, a little 
less than half of the sample identified more closely with the Anglo- 
phone community, approximately a quarter with the Francophone 
community, and another third had a strongly bilingual identity and 
showed no preference for either official language community. The 
responses of the three unilingual Anglophones were excluded from 
the analysis, since their experiences differed too greatly from the 
reality of bilingual participants. This time, it was the small sample 
size that limited the types of analysis that could be applied. 


Third Exploration 

In order to pursue our analyses of AO determinants, the databases of 
the first two explorations were combined. Only the data of partici- 
pants for whom less than 30% of the data were missing were retained 
for the last exploration. This provided a sample of 80 people. 
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Table 2. Linguistic Characteristics of Sample 


Numbers* 
Variables 


Exploration 1 Exploration 2 Exploration 3 


Mother tongue / First official language still understood 


+ French 41 (68.3%) 17 (39.5%) 51 (63.8%) 
+ English 4 (6.7%) 22 (51.2%) 21 (26.3%) 
* Other 4 (6.7%) 4 (9.3%) 7 (8.8%) 
Educated in French 

+ 0-66% 6 (10.0%) 20 (46.5%) 15 (20.5%) 
* 67-89% 8 (13.3%) 9 (20.9%) 19 (26.1%) 
+ 90% and over 34 (56.6%) 14 (32.5%) 39 (53.4%) 
Strongest linguistic identity 

* Francophone / bilingual Francophone 21 (35.0%) 11 (25.6%) 44 (55.0%) 
* Bilingual. no preference for either 29 (48.3%) 13 (30.2%) 21 (26.3%) 
¢ Anglophone / bilingual Anglophone 0 (0.0%) 19 (44.2%) 15 (18.8%) 
Ability to speak French with a user 

* Yes, I can provide all services in French 28 (65.1%) 70 (87.5%) 
e Yes, I can provide certain services in French 60 (100%) 12 (27.9%) 10 (12.5%) 
* No, I cannot speak French with a user 3 (7.0%) 


* The percentages do not add up to 100% due to missing data. 


Table 3. Socio-demographic Characteristics, Workplace 
or Internship Setting 


Numbers and percentage* 
Variables 


Exploration 1 | Exploration 2 | Exploration 3 


Province of work or clinical placement 


¢ New Brunswick 10 (16.7% 1 (2.3%) 10 (12.5%) 
* Ontario 49 (81.7% 42 (97.7%) 69 (86.3%) 
¢ British Columbia 1 (1.7% 


Type of setting 

e Health or social service facility (hospital, rehabilitation 36 (60.0% 43 (100%) 67 (83.7%) 
centre, community health centre, private office, home health 
care organization, long-term residence or home and child 
protection centre, women's centre) 


+ Educational institution (college, university, elementary or 12 (20.0% 7( 8.7%) 
secondary school) 
+ Other workplace (public service, not-for-profit 11 (18.3% 6 ( 7.5%) 


organization). 


Discipline of degree 


+ Medicine 10 (16.7%) 43 (100%) 44 (55.0%) 

* Nursing 10 (16.7%) 8 (10.0%) 

* Rehabilitation: audiology, occupational therapy, speech- 12 (20.0%) 11 (13.7%) 
language pathol ogy, physiotherapy 

* Other: kinesiology, nutrition, psychology, social services 25 (41.7%) 15 (18.7%) 

Primary role in workplace 

e Clinical work: service provider, student 37 (61.7%) 43 (100%) 66 (82.5%) 

¢ Non-clinical work: administration, research, teaching 23 (38.3%) 13 (16.2%) 

Working language in primary workplace or internship 

+ French 13 (21.7%) 14 (32.6%) | 21 (26.3%) 

+ Bilingual 31 (51.7%) 8 (18.6%) 31 (38.8%) 

+ English 14 (23.3%) 21 (48.8%) 27 (33.8%) 


* The percentages do not add up to 100% due to missing data 
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Table 3. Socio-demographic Characteristics, Workplace 
or Internship Setting (continued) 


Numbers and percentage* 
Variables 


Exploration 1 | Exploration 2 | Exploration 3 
Of the users you meet, what proportion are offered services in 


French? 

° 0-39% 18 (30.0% 23 (53.5%) 32 (40.0% 
* 40-79% 24 (40.0% 15 (34.9%) 32 (40.0% 
* 80-100% 18 (30.0% 5 (11.6%) 16 (20.0% 


STRATEGY most often used to serve Francophone clients 
e The majority of service providers speak French in all 


departments and units 25 (41.7% 19 (44.2%) 36 (45.0% 
e Atleast one service provider in each department or unit 

speaks French 15 (25.0% 7 (16.3%) 19 (23.8% 
e Professional interpreters are available, or staff from other 

departments or units or family members are asked to 8 (13.3% 14 (32.5%) 20 (25.0% 

translate 


e Services are provided in English only (1.7% 2 (4.7%) 


a 


* The percentages do not add up to 100% due to missing data. 


Analyses 

The results are first presented using descriptive statistics (average 
and standard deviation). An analysis of the influence of different 
characteristics on individual AO behaviours ensued. Data from the 
first exploration were primarily used to examine how individual AO 
behaviours (Questionnaire A) were linked with characteristics of the 
workplace and organizational support (Questionnaire B). The second 
and third explorations were used to study the link between indi- 
vidual AO behaviours (Questionnaire A) and individual character- 
istics (Questionnaire C), while taking into account organizational 
support (Questionnaire B). 

Testing for statistically significant differences between various 
groups of respondents was done using Student (dichotomous vari- 
ables) and ANOVA (3-group category variables) tests. The influence 
of continuous variables was studied first in a univariate linear regres- 
sion analysis. Multivariate linear regression analyses were also 
conducted to test for the simultaneous influence of different variables 
on AO individual behaviours. 

During the third exploration, a factorial analysis was used to 
empirically group items on the determinants questionnaire into a 
certain number of factors. Factors explaining more than 2% of the 
variance were examined for conceptual adequacy. The internal con- 
sistency of the selected factors was calculated using Cronbach a 
coefficient. The influence of these factors on individual AO 
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behaviours was examined in univariate and multivariate linear 
regression analyses. A factorial analysis permits grouping of items 
shown to be highly correlated within the same factors. Using this 
method (instead of the original grouping of items, Table 1) allowed 
us to enter a greater number of potential predictors into the regres- 
sion analyses, while avoiding multicollinearity." 


Results 


First Exploration: Links between the Characteristics of the Workplace, 
Organizational Support, and Individual Active Offer Behaviours 

The results in Table 4 show statistically significant differences between 
the individual AO behaviours and perceived organizational support 
of service providers in Ontario and New Brunswick. We observed 
similar differences according to the proportion of Francophone 
clients in the workplace, a higher proportion being associated to more 
AO behaviours and greater organizational support. 

Table 5 shows more AO behaviours were observed in facilities 
where there is a plan to have at least one service provider who speaks 
French in each department, compared to those relying on the services 
of interpreters. The difference between facilities where one service 
provider speaks French per department and those in which the 
majority of service providers speak French is not statistically 


Table 4. Differences between Workplace Characteristics and AO 
(Dichotomous Variables) 


Measurement of AO 
Individual behaviours Perceived organizational support 
Average Average total 
a total t Test n weighted t Test 
weighted score"? 
score t Pp t Pp 
Province of work 
1. Ontario 66.2 í 97.2 
S New Bruken 54 Ai -2.72 | 0.012 49 1106 -2.38 | 0.028 
Proportion of Francophone clients in setting 
1. 0 to 39% 57.7 f : 87.2 E 
2. 40% or more 55 715 -2.75 | 0.011 50 103.0 -2.35 | 0.028 
1 On the questionnaire about AO behaviours and the questionnaire about organizational 
support, we use the weighted total according to the number of questions answered by each 
individual. 
2 The “barriers” subscale under organizational support was converted to a single item, 


un 


in which “4” means absence of barriers and “1” means existence of 5 barriers or more. 
This conversion was necessary because, during the first exploration, the question asked 
was whether or not there were barriers. The questionnaire on organizational support 
used for these analysis included 37 items instead of 42. 

* p<o.05 
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Table 5. Differences between Workplace Characteristics and AO 
(3-Group Category Variables) 


IndividualAO Behaviours (n=47) Perceived Organizational Support (n=46) 
Average ANOVA Tukey Test Average ANOVA Tukey Test 
Variable total total 
weighted F P pair P weighted F p pair p 
score’ score’ 
Strategy used in workplace to serve 
Francophone clientele 
1. The majority of service providers 
speak French in all departments and| 73.4 . | lvs2 | NS 109.5 , | 1vs2 | 0.003 
ans 6.229 | 0.004 18.068 | 0.000 
2. At least one service provider in each| 68.5 2vs3 | NS 90.9 2vs3 | 0.024* 
department or unit speaks French 
3. Professional interpreters are available) 54.8 1vs3 | 0.003 70.7 1vs3 | 0.000* 


1 Averages are calculated as for Table 5. 

2 When ANOVA revealed statistically significant differences, Tukey’s Tests were used post 
hoc to identify the groups between which differences are found 

* p<o.o5; NS = not significant, i.e., p> 0.05. 


significant. The perceived level of organizational support is also 
better in workplaces where there are Francophone service providers 
in departments and units than it is in those which rely on 
interpreters. 

Univariate linear regression analyses illustrate the association 
between AO behaviours and organizational support. The total orga- 
nizational support rating is a predictor for individual AO behaviours 
and accounts for 36.5% of the variance observed (Table 6). When taken 
individually, the following subscales are also predictors of AO behav- 
iours: “Reception and Intake,” “Management and Governance,” and 
“Support and Referrals.” In particular, the “Reception and Intake” 
subscale explains the largest proportion of the observed variance, 
40.2%, followed by “Management and Governance,” explaining 24.1%. 


Table 6. Relation between Individual AO Behaviours 
and Various Components of Organizational Support 


oe ee Coefficient B co CI 95% for B p R? 
Reception and Intake (n=51) 1.169 0.634 (0.760; 1.578) < 0.001* 0.402 
Intervention (n=49) 0.843 0.279 (-0.007; 1.693) 0.052 0.078 
Support and Referrals (n=50) 1.245 0.307 (0.126; 2.364) 0.030* 0.094 
meas ane 0.693 0.305 (0.001; 1.386) 0.050 0.093 
Management and Governance (n=51) 1.318 0.491 (0.647; 1.989) < 0.001* 0.241 
Obstacles (n=47) 5.520 0.220 (-1.824; 12.864) 0.137 0.048 
Total Organizational support (n=49) 0.403 0.605 (0.247; 0.559) < 0.001* 0.365 


* p<o.05 
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Second Exploration: Links between Determinants, Perceived 
Organizational Support, and Individual Active Offer Behaviours 
Table 7 presents the descriptive statistics of each of the subscales in 
Questionnaire C (determinants of AO), and the extent to which each 
is associated with AO behaviours. In this sample, which includes a 
slightly higher number of Anglophones than Francophones, we 
observed that participants reported a higher competency in English 
than in French. In addition, they seemed more likely to defend 
the interests of the Francophone community than those of the 
Anglophone community, possibly because protecting the rights of 
Francophones seems more necessary. The majority of respondents 
(72.1%) consider their education prepared them well for the chal- 
lenges of offering services in French, although their responses did 
not seem to demonstrate that the AO content covered in their courses 
was complete. 


Table 7. Averages and Standard Deviations for Perceived 
Organizational Support and Various Determinants Examined, 
and Their Association with Individual AO Behaviours 


Descriptive statistics Association with AO behaviours 
Average Standard P Beta m R 
a score deviation| ofttest | Coefficient P 
Perceived organizational support (/148) 39 98.0 224 n/a 0.790 <0.001* 0.624 
Francophone identity (/5) 39 3.49 1.43 n/a 0.560 <0.001* 0.314 
Education in French (/100) 40 73.5 22.9 n/a 0.793 <0.001* 0.629 
Cultural competencies Education on 7 subjects related to AO (/100) 40 60.1 25.2 ni -0.044 0.789 
emp ® |Self-assessment ofultural competencies (/100) 40 73.3 134 -0.101 0.534 
Sense of competency in language (/100) 
in French 40 82.5 17.0 0.017* 0.497 0.001* 0.247 
in English 40 88.8 14.3 Sr -0.332 0.036* 0.111 
Linguistic competencies [Languageproficiency in specific tasks (/100) 
in French 38 85.2 16.6 0.001* 0.599 <0.001* 0.359 
in English 38 95.3 8.1 s -0.500 0.001* 0.250 
Linguisté insecurity in French (/100) 3 374 17.1 n/a -0.361 0.024* 0.131 
Pride/Protection of linguistic community (/100) 
E francophone 40 76.7 19.1 0.001* 0.700 <0.001* 0.490 
Affirmation of identity < anglophone 40 59.8 223 t 0.158 0.331 = 
Speak anchdvocate for French 39 43.6 22.3 n/a 0.672 <0.001* 0.452 
Language behaviours (og) to which French is used with friends, at work, elles | 45.9 20.6 n/a 0.661 <0.001* | 0.437 
Sense of autonomy when using language (/100) 
Linguistic motivation * in French 40 69.9 10.1 <0,001* 0.411 0.008* 0.169 
in English 40 83.8 15.2 3 -0.181 0.264 - 
Sense of comfort in relationships (/100) 
Feeling of comfort * with Francophones 40 78.8 17.7 0.409 0.529 <0.001* 0.280 
with Anglophones 40 80.4 12.8 2 0.019 0.910 - 
Ethnolinguistic vitality of the community (/100) 
Ethnolinguistic vitality * Francophone community 40 64.9 126 | <0.001* 0.260 01065 | -0.067 
Anglophone community 40 87.1 12.0 -0.083 0.610 - 
General motivation ||Self-motivation index 38 35.7 16.1 n/a 0.214 0.1985 0.046 
1 In order to simplify this table, scores for the subscales on Questionnaire C were converted 
o a 100-point scale, with the exception of the self-motivation rating, which was calculated 


using the formula in Radel et al., 2013. 


*p< 0,05; § p< 0,25 
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Univariate regression analyses demonstrate that several vari- 
ables are associated with AO behaviours. 

To measure the relative contribution of each AO determinant, 
multivariate analyses are indicated. 

Various sociolinguistic characteristics are strongly correlated 
with each other. For example, of the 28 correlations between dif- 
ferent variables related to the knowledge of French, its use, and 
Francophone identity, 13 are higher than 0.600. Correlations between 
different variables related to the knowledge of English, its use, and 
Anglophone identity are less obvious; only 4 of the 21 correlations 
are higher than 0.600. 

In order to avoid problems with multicollinearity, multiple 
regression analyses were performed on organizational support and 
one sociolinguistic variable at a time. Just as we found with graduates 
in our first study, the organizational support perceived by service 
providers is closely correlated to individual AO behaviours (r=0,790, 
p<o,001) in this group of medical students. It explains 62.4% of the 
variance in these behaviours. Six sociolinguistic characteristics linked 
to the sense of competency, comfort, or affirmation in French show 
a Statistically significant association with AO behaviours, and explain 
an additional proportion of variance (between 3% and 13%) beyond 
the variance explained by organizational support (Table 8). 


Table 8. Multiple Regression Analyses using Individual AO 
Behaviours with Perceived Organizational Support and 
Sociolinguistic Variables 


Models ‘a Beta Variance 
Coefficient P Explained 
I Organizational support 39 0.790 <0.001 0.624 
Organizational support 0.443 0.001 
1 Language of education sie 0.491 <0.001 oe 
Organizational support 0.704 <0.001 
m Sense of competency in French 2 0.237 0.026 0.673 
Organizational support 0.692 <0.001 
a Francophone identity ee 0.238 0.032 uep? 
v Organizational support 39 0.606 <0.001 0.744 
Pride/protection of Francophone community 0.392 <0.001 i 
vi Organizational support 0.604 <0.001 0.654 
Speak and advocate for French 0.277 0.038 i 
VII Organizational support 39 0.675 <0.001 0.689 
Sense of comfort inrelationships with Francophones 0.280 0.009 á 


Note: Multivariate linear regression analyses, using the stepwise method, with variables 
associated individually with AO at p<o.25. Results shown are for variables remaining 
statistically significant (p<o.o5) in multivariate analyses. 
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Third Exploration: Links between Determinants, 

Organizational Support, and Individual AO Behaviours 

Using the grouped data from the first and second explorations, a 
factor analysis was conducted on 125 questions described in Table 1. 
The results revealed 12 factors, 11 of which included 117 questions 
that could have a conceptual meaning. These factors do differ from 
the theoretical dimensions in the model presented by Landry et al. 
(2008), although this does not represent a pronounced difference. 
Often, elements from two or three dimensions in the model are con- 
nected to the same factor. Five of these factors seemed associated 
with AO behaviours in univariate regression analyses, and four of 
these associations (sense of competency in French and Francophone 
identity; cultural knowledge; language affirmation; sense of compe- 
tency in English) remain significant when the simultaneous influence 
of these factors and organizational support on AO behaviours is 
examined (Table 9). 


Table 9. Univariate and Multivariate Regression Analyses (n = 80) 


Number Univariate Analyses Multivariate Analysis! 
Factor of Beta RÈ Beta RÈ 
questions | Coefficient P Coefficient P 
Perceived organizational support 37 0.698 <0.001_| 0.487 0.472 <0.001 
poe prouciency eng 24 0.449 | <0.001 | 0.202 | 0.244 | 0.003 
rancophone identity je 
Cultural knowledge 11 0.210 0.062 | 0.044 0.178 0.013 . 
Affirmation of French language? 11 0.383 <0.001 | 0.147 0.253 0.001 
Sense of competency in English 10 -0.316 0.004 | 0.100 -0.217 0.003 
Linguistic competency in English 10 -0.169 0.134 - 
Ethnolinguistic vitality of the 
Anglophone community in the region 8 oas 9:362 © 
General motivation: 
non-self-determined® 7 ee AS - 
sme of comfort with both 8 0.040 0.723 L 
anguage groups 
2 Ethnolinguistic vitality of the | 8 0.034 0.763 A 
rancophone community in the region 
General motivation self-determined? 11 0.062 0.585 7 
and autonomy in use of French 
Weak sense of autonomy in the use of 
French and English and elements of 6 -0.049 0.667 - 
linguistic insecurity 
1 Multivariate linear regression, using the stepwise method, and considering only the 
variables individually associated with AO at p<0,25. A factor was retained when its 
association with AO remained statistically significant (p<0.05) in multivariate analyses. 


2 Includes: Mother tongue is French, Speak and advocate for French, Pride/protection 
of francophone community, and one item from Sense of comfort in relationships with 
francophone. 

3 Self-determined motivation includes intrinsic, integrated, and identified motivations. 
Non-self-determined motivation includes introjected motivations, external regulations, 
and amotivation. 
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The four factors associated with individual AO behaviours 
beyond organizational support include 56 questions. After eliminat- 
ing those that reduced the internal consistency of their subscale, 
48 questions remained. Table 10 presents the components of this 
questionnaire on determinants of AO and the internal consistency 
of each of its 4 subscales. The other measurement properties of this 
questionnaire have not yet been evaluated. 


Table 10. Components of New Questionnaire 
on Personal Determinants of AO 


After reduction Correspondence with initial questionnaire (Table 3) 
Factors! Number Coefficient š Namber 
of a Variable of 
questions items 
Francophone linguistic identity 1 
Proficiency in French and Sense of comfort in relationships with 2 
Francophone identit 18 0.967 Francophones (listened to, trust/trusted) 
P y Language proficiency in specific tasks 10 
Sense of autonomy when using French 5 
Education on French minority communities 7 
Cultural knowledge 11 0.918 Self-assessment of cultural competencies 3 


regarding Francophone communities 
Self-assessment in general cultural competencies al 
Pride / protection of Francophone community 3 
6 
1 


Speak and advocate for French 

Sense of comfort in relationships with 
Francophones (feeling supported) 

First official language still understood is English 1 

Bilingual linguistic identity 1 

Sense of competency in English 4 

Sense of autonomy when using English 3 


Affirmation of language 10 0.839 


Sense of competency in English 
and bilingual identity 


1 Factors resulting from factor analysis of main components with Varimax rotation. 


Discussion 


Our studies aimed to identify behaviours that demonstrate the AO 
of social services and health care in French in linguistic minority 
communities, to measure them, and to identify the determinants of 
these behaviours. Given the lack of questionnaires available to mea- 
sure these concepts, we developed three questionnaires, two of which 
measure AO (A—Individual Behaviours and B—Organizational 
Support), and a third investigating possible determinants of AO 
(Questionnaire C). The first study allowed us to begin the quantita- 
tive validation of the two questionnaires on AO measurement, which 
increases our confidence in the results obtained from these question- 
naires compared to non-validated in-house tools. The third study 
allowed us to identify some determinants of AO with a reduced 
questionnaire of 48 questions. Having shorter and validated ques- 
tionnaires available will be useful for future research on the subject, 
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providing a better response rate. This research supports the ultimate 
goal of better preparing educators and decision-makers interested 
in improving access to services in French by helping them make 
evidence-based decisions. 

As far as AO determinants are concerned, the results demon- 
strate a strong link between organizational actions that support AO 
and individual AO behaviours. The organizational support they 
perceived explained 36.5% and 62.4% of the individual AO behaviours 
of health sciences graduates and medical students, respectively. These 
results are similar to those obtained in a qualitative study by 
Bouchard and Vézina (2009), which found that organizational support 
is seen by service providers as being a key facilitator. They are also 
consistent with studies suggesting that organizational identity (the 
values and actions of the organization) can guide an employee’s 
behaviour (Edwards, 2009). A strong organizational identity gives 
meaning to the actions of employees in the workplace, and motivates 
them to transmit its corporate values (Ashforth & Mael, 1996). 
Although it seems logical that organizational support influences AO 
behaviours, our study is the first to demonstrate this with quantita- 
tive data. 

Specifically, the first exploration suggests two categories of 
organizational support—“Reception and Intake” and “Manage- 
ment and Governance”—have the most significant influence on 
individual AO behaviour. In the first case, questions focused on the 
visibility of service provision in French in the workplace. Greater 
visibility may inform users and thereby raise the awareness of service 
providers. In the second case, there were questions on the presence 
of Francophones in management and decision-making bodies. These 
Francophone representatives may show leadership and, in so doing, 
guide the organization to promote AO behaviours. 

The first exploration suggests the legislative environment and 
the characteristics of the workplace can explain certain differences 
in perceived organizational support. For example, service providers 
in New Brunswick perceive greater organizational support than 
those in Ontario. The legislative framework in the two provinces is 
clearly different. New Brunswick’s Official Languages Act supports 
bilingualism in all government services offered in the province, 
including social services and health care (Government of New 
Brunswick, 2015). In Ontario, the French Language Services Act speci- 
fies that government services must be offered in French where 
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numbers warrant, and that parapublic services must be offered in 
French in designated facilities. Obtaining this designation is volun- 
tary for most organizations offering social services and health care 
(Office of Francophone Affairs, 2014). 

Facilities working to ensure there are Francophone service 
providers in each department, rather than relying on the services of 
interpreters, seem to be more favourable to AO. This finding supports 
the recommendation of Ferguson and Candib (2002) to avoid using 
interpreters, as service providers of diverse culture, race, and lan- 
guage are preferable for many reasons. It is also a concern when, as 
observed, there is only one Francophone service provider in an 
Anglo-dominant organization. In this case, the service provider may 
choose not to self-identify as being Francophone or bilingual in order 
to avoid the inevitable increase in workload that results from being 
asked to interpret in other departments or units (Bouchard & Vézina, 
2009; Drolet et al., 2014). 

Although the difference is not statistically significant, one of 
our observations was very surprising. We found a tendency in facili- 
ties with a majority of Francophone employees to provide less active 
offer than those with only one Francophone employee in each depart- 
ment or service. It is possible that in facilities where most staff mem- 
bers are Francophones, they apply fewer of the AO strategies that 
make French services visible. These people may rely on their capacity 
to speak French to those who ask (passive offer), thus bypassing the 
principle of AO. 

The link between organizational support and individual AO 
behaviours during a clinical placement for students in medicine was 
found to be even stronger than that of graduates. This could be 
explained by the fact that in a learning environment, people may feel 
more vulnerable and find it more difficult to show leadership in their 
AO behaviours. Moreover, the sample of students in medicine, as 
compared to the graduates, included a lower proportion of people 
for whom French was the first language and a higher proportion of 
Anglophones who could speak French. Organizational support may 
have more of an impact on this group. Furthermore, certain psy- 
cholinguistic factors have an impact on AO, beyond those related 
to perceived organizational support. Although these factors are 
expressed slightly differently in the second and third explorations, 
they are similar. Affirmation of identity and competency in French 
were found to be significant in both studies. Cultural knowledge did 
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not appear to be a determinant of AO behaviour among medical 
students, while it is for the combined sample (Exploration 3). Since 
the concept of AO is relatively new, it is likely that current students 
have received more education on the subject than the graduates, 
which may have increased the variance in the sample and made it 
possible to detect a link. 

Last, a greater sense of competency in English among bilingual 
service providers is associated with less frequent AO behaviours. It 
is possible that this result is linked to a phenomenon observed 
among people of Francophone origin called “Francogene,” whereby 
members of a linguistic group have the impression that their spoken 
French is not good enough to express themselves clearly, thus pref- 
erentially reverting to English. Forgues and Landry (2014) have noted 
a similar situation among users. In their study on access to French- 
language services, users’ competency in English and identification 
with an Anglophone community were negatively associated with 
receiving services in French. 


Strengths and Limitations of Our Exploratory Studies 

The strength of these explorations lies in the use of validated ques- 
tionnaires and the application of a recognized conceptual frame- 
work to identify probable determinants of AO. In this perspective 
we chose to use, in whole or in part, pre-existing questionnaires 
(psycholinguistic development and motivation) to measure the 
determinants. However, the length of the questionnaire we compiled 
may have limited participation. As a result, the greatest limitation 
of the first two explorations is the low response rate. The small 
number of invited people who participated affects representativity 
of the data (Streiner & Norman, 2008). It is probable that the partici- 
pants were those most interested in the study subject, and that 
people who were not sufficiently aware of the importance of AO did 
not feel motivated to respond. Moreover, participants who did not 
answer several questions were kept in the studies in order to avoid 
reducing the sample even further. The results on different scales 
were converted to percentages, allowing an account for missing 
responses; hence, the results are approximations of the actual data 
would have been obtained if all questionnaires had been completed 
in their entirety. Samples were also limited to Ontario and New 
Brunswick, with a higher participation rate from Ontario. Better 
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representation from Francophone minority communities in the 
remainder of Canada would be necessary in order to confirm that 
the results from these studies can generalized to the rest of Canada 
or to obtain complementary perspectives. Combining data from two 
studies allowed us to establish a larger sample, study individuals 
with fewer missing responses, and represent a more varied linguis- 
tic reality. On the other hand, the reality of students may differ from 
those of graduates in several ways, and these differences were 
amalgamated. In addition, the sample size remained rather small 
for factor analyses. 


Ideas for Further Research 

The development of measurement tools presents certain challenges 
and must proceed through a number of steps (Bradburn, 2004; 
Streiner & Norman, 2008). Recently, a Rasch modelization of the two 
questionnaires included in the Mesure de l'offre active de services en 
francais en contexte minoritaire (the Active Offer of French Language 
Services in Minority Context Measure) allowed examination of other 
aspects of their measurement properties and will permit further 
refinement of these tools (Grondin, Dionne, Savard, & Casimiro, 2017). 
As far as the questionnaire on determinants is concerned, other 
studies are necessary to confirm its measurement properties. 
Notwithstanding this fact, we will continue refining the question- 
naire, using only the factors associated with AO, in order to create 
a tool that will help direct learners to targeted educational or 
awareness-building activities tailored to their particular profile. 
Future studies could also examine if the frequency of AO behaviours 
and the determinants of these behaviours differ according to 
respondent group—for example, service providers from different 
professions, various settings (hospitals, community centres, long- 
term care facilities, private practice), other Canadian provinces, or 
from regions where there is a high density versus low density of 
Francophones. The realities of other OLMCs, such as Anglophone 
communities in Quebec or Welsh-speaking people in Wales, are 
potentially different from FMCs. Hence the results of these studies 
cannot be directly applied to these communities. However, the same 
procedure for identifying observable AO behaviours and for devel- 
oping tools to measure these behaviours and identify their deter- 
minants could be repeated with these groups. 
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Conclusion 


Despite their limitations, these three explorations represent, to our 
knowledge, the first attempts to conduct a quantitative study of AO 
behaviours and their determinants in a group of health care and 
social service providers. These explorations point to several recom- 
mendations on how AO behaviours can be optimized. 

First, ensuring organizational support for AO seems to be a key 
factor encouraging individual AO behaviours. Therefore, it would 
be important to raise the awareness of senior managers (managers, 
directors, etc.) regarding AO. Making leaders accountable is neces- 
sary so they may establish clear guidelines for French-language 
services and provide staff members with the tools they need to put 
them into practice. Unfortunately, in some circumstances bilingual 
service providers are hired for their professional and linguistic skills, 
but senior managers do not use their expertise to its full advantage 
(Bouchard et al., in Chapter 2; Savard et al., in Chapter 9). A Canada- 
wide collaboration could promote strategy sharing in order to better 
support these employees. Our results also provide some leads as to 
the OA education of service providers. Besides activities designed 
to build the cultural knowledge of service providers, we should 
consider the possibility of organizing activities to foster their 
Francophone identity and develop their proficiency in French, or 
cultural events that increase their sense of belonging within the 
Francophone community. These activities would also be useful for 
improving retention rates of bilingual staff in Anglo-dominant set- 
tings (Savard et al., in Chapter 9). 

Finally, it appears important to continue encouraging 
Francophones in official language minority communities to pursue 
their elementary and secondary education in French schools as these 
programs add to their sense of competency as well as their profi- 
ciency in French. Francophone schooling is also correlated to the 
affirmation of Francophone identity (Association canadienne 
d'éducation de langue francaise—[ACELIF, 2006). 

To summarize, although the concept of AO is a recent one, 
several service providers have adopted some AO behaviours. 
Whether or not they integrate these behaviours into their practice 
appears to depend on several personal and environmental factors. 
Personal factors are influenced by the psycholinguistic development 
of an individual and by his or her educational background, while 
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environmental factors may be tied to the legal or organizational 
context of their workplace. Knowing these factors makes it possible 
to propose strategies to build awareness and create educational 
activities designed to meet the needs of diverse audiences (legislators, 
leaders, service providers) and, ultimately, to improve the quality 
and safety of the services provided to users in OLMCs. This three- 
part study allowed us to move one step closer to better understand- 
ing these concepts. 
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Atchessi, Stéphanie Brûlé, Christiane Guibord, Emilie Guitard, Krista 
Langevin, Ziad Nsarellah, Marie-France Sauvé, Josée Venne, and all the 
participants who took the time to complete the online questionnaires. 
In the remainder of this chapter, “services” will be used as a general term 
encompassing all types of social services and health care services. 

The term “user” refers here to the person who receives services in dif- 
ferent settings. This word can be considered a synonym of patient, 
recipient, client, etc. 

The term “service provider” designates a person who provides services 
or is studying in order to provide them in the future. It can be consid- 
ered a synonym of health professional, physician, social worker, 
personal support worker, home support worker, aid, or student in one 
of these professional professions. 

According to the Oxford Dictionary, a determinant is defined as a “factor 
which decisively affects the nature or outcome of something.” See 
https://en.oxforddictionaries.com/definition/determinant 
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10. 


11. 


Measurement properties describe the qualities of a measurement, which 
may include: (1) its validity—that is, its ability to accurately reflect what 
we want to measure and to distinguish individuals or situations in 
which the value of this concept may differ; (2) its reproducibility or 
reliability—that is, its ability to give stable results when one measure- 
ment is compared with another in a characteristic or situation which 
has not changed; and (3) its reference values for a group or standards 
to which results obtained for an individual can be compared. 

The group of active offer experts included: Sylvain Vézina (Université 
de Moncton), Mai Savoie (Consortium national de formation en santé, Volet 
Université de Moncton), Gilles Vienneau (Société Santé et Mieux-étre en 
francais du Nouveau-Brunswick), Jacinthe Beauchamp (Centre de formation 
médicale du Nouveau-Brunswick), Florence Flower (Collége communautaire 
du Nouveau-Brunswick), Lise Lortie (Sentiers du leadership inc., Ontario), 
Isabelle Morin and Ginette LeBlanc (Réseau des services de santé en francais 
de l'Est de l'Ontario), and Jacynthe Carrière-Lalonde (Consortium national 
de formation en santé, Volet Université d'Ottawa). 

Internal consistency, measured by Cronbach alpha, is based on the 
correlations between responses to different items or statements on 
the same test. Our results are within the desirable values of 0.70 and 
0.90 for all subscales on the two questionnaires, with the exception of 
the optional subscale on specific interventions (a= 0.597). 

Test-retest reliability or reproducibility refers to how consistent the 
results of a test are across time, and is calculated as the correlation 
between the results when the evaluation test is administered on two 
different occasions and no change has occurred in an individual 
respondent between the two occasions. Our results indicate an acceptable 
level of test-retest reliability of the weighted scores, as the interclass cor- 
relation coefficients were higher than the minimal threshold (> 0,60) for 
8 of the 10 subscales. 

Construct validity is aimed at confirming the theoretical framework 
underpinning the measurement and testing hypotheses about the links 
between selected indicators and the phenomenon being measured. In 
this study, construct validity was demonstrated by moderate correlations 
between the scores on each subscale and the score on the questionnaire 
as a whole (r > 0.70, with the exception of one subscale). It is also dem- 
onstrated by the links between subscales on the individual behaviour 
questionnaire with correspondent subscales on the perceived organiza- 
tional support questionnaire (r = 0.416 to 0.605), which means that the 
two questionnaires measured related, although distinct, concepts. 
Multicollinearity is a problem that arises when certain predictor vari- 
ables in the model are highly correlated with other variables already 
included in the model. 
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APPENDIX 


ACTIVE OFFER OF SOCIAL 
AND HEALTH SERVICES IN FRENCH, 
Version 1.0 


Answer the questions as honestly as possible 
Not all of the behaviours listed in this questionnaire are 


carried out in normal practice. Please answer the questions 
as honestly as possible to reflect your current practice. The 
questionnaire is not meant to judge any practice or workplace. 


Never 
Rarely 
Often 
Always 


Active Offer Behaviors 


Welcome and Intake 
What actions do I personally take to indicate that I can offer services in French? 


1. In my workplace, I wear a form of identification to 
indicate that I can provide services in French (a lapel 
tag, for example). 


2. Iask my patients/clients whether they prefer that I 
communicate with them in French or English. 


3. When I don’t know a patient’s/client’s preferred 
language, I say hello in French first, then in English. 


4. There are visual signs that indicate that I can offer 
services in French or in both official languages (for 
example, sign on door or desk, label on agenda). 


5. Ifthe organization where I work fails to do so, I remind 
them of the importance of promoting the French- 
language services they offer (for example, signage, 
advertising, website). 


6. When I answer the telephone, I answer in French first, 
followed by English, as necessary. 


7. My voice mail begins with a greeting in French, 
followed by the English, as necessary. 


8. My email signature appears in French first. 


g. Imake sure that common areas (for example, waiting 
rooms) are supplied with documents and materials in 
French (for example, brochures, magazines, newspa- 
pers, radio, television, and games). 


10. Iuse expressions and vocabulary familiar to the 
patients/clients to make them feel comfortable about 
speaking French with me. 
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Never 
Rarely 
Often 
Always 


Intervention 
When I interact with Francophone patients/clients in French. . . 


1. 


I take steps to obtain information or education tools for 
patients/clients in French, or in both official languages, 
even when they are not available at the organization 
where I work. 


I use education or information tools (for example, 
information brochures, exercise programs) that have 
been adapted to the French used by my patients/clients 
(for example, cultural, ethnic, or regulatory context). 


During the intake interview, I use guides or 
questionnaires adapted to the regional French used 
by my patients/clients. 


I help patients/clients understand statements written 
in French when they find the language difficult 
to understand. 


Specific Interventions 


1. When Iuse a standardized measurement tool (for 
example, questionnaires, scales, inventories), I make sure idoneuse standard 
that the instrument has been validated in French (that is, ized measurement 
reliability and validity of the French version has been ane Ue nS NT 
workplace. 
measured). 
2. Icheck that the validation studies of the standardized 
measurement tool (that is, questionnaires, scales, or | iidoneuce standard 
inventories) included Francophone minority community ized measurement 
members in order to better interpret the findings. instruments in my 
workplace. 
3. When a group activity is only offered in English, I find 
a way to offer an equivalent activity in French. I don’t have group 
activities in my 
workplace. 
4. When I prepare education or information tools (for 
example, written documents and presentations) for I dont prepare infor- 
patients/clients, I prepare them in French or in both mational and educa- 
ici tional resources in 
official languages. Me 
5. When I supervise clinical placements, I ask for students 
who can speak both official languages. I don’t supervise 
clinical placements. 
Support and Referrals 


I sometimes refer Francophone patients/clients to another care provider (consulta- 
tion request, institutional transfer, etc.). If yes, fill in this section. If not, skip this 
section. 


Le 


I refer to a list of employees and organizations capable 
of delivering services in French. 
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Never 


Rarely 


Often 


Always 


Support and Referrals (continued) 


2. Loffer patients/clients the option of being referred 
to a Francophone care provider or organization. 

3. Ispecify the patient’s/client’s language preference in the 
transfer documentation. 

4. linform the referred care provider of the patient’s/ 


client’s language preference. 


Organizational Support 


Reception and Intake 
In my workplace, it is common practice to... 


1. Post signs in French or in Canada’s two official languages. 

2. Provide lapel pins or labels indicating that services 
are available in Canada’s two official languages. 

3. Post clear and visible signs indicating the availability 
of services in French. 

4. Provide information in French or in Canada’s two 
official languages on the institution’s website. 

5. Have magazines, booklets, and media in Canada’s two 
official languages available for patients/clients. 

6. Disseminate information through French-language 
newspapers and radio. 

7. Recruit physicians and staff capable of delivering 
services in French at every service level. 

8. Hold meetings in French or in Canada’s two official 
languages. 

g. Foster the use of French among Francophone employees 
or physicians. 

10. Inform patients/clients about the institution’s commitment 
to provide services of equal quality in both of Canada’s 
official languages. 

11. Speak French when among Francophone employees. 

12. Print organizational letterhead and business cards 
in French or in Canada’s two official languages. 

Intervention 


In my workplace, it is common practice to... 


1. 


Provide work tools that facilitate service delivery 
in French or in Canada’s two official languages (for 
example, calendars, spelling/grammar checkers, 
dictionaries, and forms). 
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Never 


Rarely 


Often 


Always 


Intervention (continued) 


2. Provide a glossary of health and social services 
terminology in French. 


3. Offer helplines or distance specialized services in French 
(for example, call centres, Internet, videoconferences, 
and telemedicine). 


4. Check that French-language education and information 
tools are adapted to the patients/clients (that is, cultural, 
ethnic, or regulatory context). 


5. Develop education and information tools that include 
the French and English versions in the same document. 


6. Complete documentation, (files, reports, insurance 
forms, etc.), in the patient’s/client’s preferred language. 


Support and Referrals 


In my workplace, it is common practice to... 


1. Document the patient’s/client’s language preferences on 
the forms used for transfers. 


2. Keep an up-to-date list of professionals and organizations 
in the region or city who can provide services in French. 


3. Encourage staff to inform patients/clients that it is possible 
to be referred to French-language services in the region 
or elsewhere. 


Continuous Professional Development 
In my workplace, employees are offered training... 


1. To develop their French-language proficiency. 


2. On French terminology specific to their work. 


On the active offer of health and social services in French. 


On cultural and linguistic competency. 


On resources that foster the delivery of services in French. 


Sy es ER 


On the issues and challenges facing French-language 
minority communities. 


7. On language rights. 


8. Through professional development activities offered in 
French. 


Management and Governance 
In my workplace... 


1. Some management personnel are able to speak French. 


2. Atleast one seat on the Board of Directors is reserved 
for a Francophone community representative. 
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Never 


Rarely 


Often 


Always 


Management and Governance (continued) 


Care providers are made aware of the acts, regulations, 


3: 
and provincial policies related to French-language 
services. 

4. Itis standard practice to verify the quality of services 
offered in French. 

5. Itis standard practice to value the delivery of services 
in French. 

6. The official name of the organization is displayed 
in French or in Canada’s two official languages. 

7. There is a written policy on the delivery of services 
in French or in Canada’s two official languages. 

Obstacles 


In my workplace, the following factors prevent me from providing services 
in French as often as I would like: 


1. Union attitudes. 

2. Heavy work load. 

3. Lack of organizational leadership. 

4. Community pressure and prejudices against French- 
language services. 

5. Peer pressure and prejudices against the provision 
of French-language services. 

6. A work environment that does not facilitate the use 


of French. 
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CHAPTER 13 


The Necessity for Normalized 
Tests for Speech, Language, 
and Hearing Assessment of Young 
Francophone Children Living 
in Linguistic Minority Settings: 
Myth or Reality?! 


Josée Lagacé, University of Ottawa, and 
Pascal Lefebvre, Laurentian University 


Abstract 


Most Francophone children who are part of linguistic minority com- 
munities in Canada are bilingual. The audiologists and speech- 
language pathologists performing assessments to determine if 
children have communication disorders have called for specific tests 
to be developed for this particular group. However, there are more 
effective means of assessing communication disorders in bilingual 
children. This chapter reviews data from the scientific literature and 
highlights the gap observed between best practices and current 
practices regarding the use of normalized speech, language, and 
hearing tests with bilingual children. In order to improve the ser- 
vices offered to these children, recommendations are provided for 
university programs, professional development programs, employ- 
ers, and parents. 


Key Words: normalized tests, bilingualism, audiology, hearing, 
speech, language, speech-language pathology, best practices. 
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Introduction 


Ensuring access to safe, quality health and social services in French 
to Francophone minority communities (FMCs) requires not only 
training more Francophone professionals who will be working there, 
but also preparing professionals to better meet the particular needs 
of FMCs. This chapter offers an example of the specific knowledge 
audiologists and speech-language pathologists should acquire to 
work more effectively with FMCs. 

The lack of quality French-language assessment tools is one 
of the challenges reported by audiologists and speech-language 
pathologists working with Canada’s Francophone population (Garcia 
& Desrochers, 1997; Garcia, Paradis, Sénécal, & Laroche, 2006; Gaul 
Bouchard, Fitzpatrick, & Olds, 2009). This chapter reviews the use of 
normalized tests to assess communication disorders in Canadian 
children from Francophone minority communities. First, statistics 
are showing that Francophones in minority language contexts are 
nearly all bilingual. Next, practices to assess communication disor- 
ders in bilingual children are discussed. These practices contrast 
with the needs expressed by speech-language pathologists and 
audiologists. The dichotomy observed between best practices and 
current practices in the use of normalized tests is then discussed 
and, as a last step, recommendations are made. 


Linguistic Realities of Canadian Francophones 
Living in Minority Settings 


In the fall of 2011, an interdisciplinary research team from the 
School of Social Work, the School of Rehabilitation Sciences, and 
the Faculty of Education of the University of Ottawa conducted eight 
focus groups with people working in a number of health and social 
service professions in Eastern Ontario, including speech-language 
pathology and audiology. The discussions focused on various aspects 
of health and social services offered in French in this minority lin- 
guistic community. A detailed description of the findings from the 
focus groups were published in Drolet et al. (2014). When the reports 
of comments by the speech-language pathologists and audiologists 
who were interviewed (see the examples in the Appendix) were 
analyzed, one point stood out: the lack of appropriate normalized 
French-language assessment tools appears to represent a major 
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obstacle in the assessment of language and hearing abilities of 
Francophones in minority language settings. Responses also indicate 
the high rate of bilingualism of individuals does not seem to be the 
primary concern of speech-language pathologists and audiologists 
who work with them. 

According to the data collected in the Canadian Census in 2012 
(Statistics Canada, 2012), 4.8% of Ontarians (http://ofa.gov.on.ca/fr/ 
franco.html) and 33.2% of New Brunswickers are Francophone; they 
represent three-quarters of the 4.0% of Canadians living outside 
Quebec who listed French as the first official language they learned. 
Having French as their first language, however, does not necessarily 
imply French is the language these Canadians use at home or in 
public. According to the data from the 2006 Canadian Census 
(Corbeil & Lafreniere, 2010), only slightly more than half of Franco- 
Ontarians reported that French was the language they used most 
often at home; approximately 10% speak English and French equally 
often and the rest communicate mainly in English. In public, the 
proportion of Franco-Ontarians who use mainly French falls to 
approximately 35% with friends, to 25% in their social network, and 
to 20% at work. The others either use both languages equally often 
or predominantly use English. As for Francophones in New 
Brunswick (Lepage, Bouchard-Coulombe, & Chavez, 2011), approxi- 
mately 85% speak mostly French at home, 5% speak English and 
French equally often, and the rest speaks mostly English. In public, 
80% of Francophones in this province nearly always speak French 
with their friends, 75% in their social networks, and 60% at work. 
Here, again, the others either use the two languages equally often 
or use mainly English. To summarize, English is undeniably the 
language of daily life especially in the case of Franco-Ontarians, but 
also in that of many Francophones in New Brunswick. It is not sur- 
prising that the rate of bilingualism among Francophones living 
outside Quebec is 87%, according to the last census (Lepage, 
Bouchard-Coulombe, & Chavez, 2011). Among Franco-Ontarians, 
the rate is 88% and among Francophones in New Brunswick, it is 
72% (Corbeil & Lafreniere, 2010; Lepage, Bouchard-Coulombe, & 
Chavez, 2011). 

However, bilingualism should not be seen as a uniform entity 
(Grosjean, 1989; Valdés & Figueroa, 1994; von Hapsburg & Pena, 
2002), but rather as a continuum. Indeed, each French-English bilin- 
gual individual is located on a continuum between unilingual 
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Francophones and Anglophones. The balanced bilinguals are at the 
centre of this continuum, and are generally exposed to both lan- 
guages from birth. This is observed in several exogamous families 
in which one parent speaks French, and the other English, at home. 
French-dominant and English-dominant bilinguals are found on 
either side of balanced bilinguals on the continuum. In their case, 
only one of the languages is generally used at home, and the second 
language is generally learned later (sequential bilingualism) with 
speakers outside the family. According to the census data (Corbeil 
& Lafreniere, 2010; Lepage, Bouchard-Coulombe, & Chavez, 2011), 
Francophones who live in minority settings are generally French- 
dominant bilinguals or balanced bilinguals; a minority of them are 
unilingual Francophones or English-dominant bilinguals. 

The data so far include all age groups. However, when looking 
more closely at the data for youth (18 years of age and under) who 
have at least one Francophone parent, only a third of those living in 
Ontario are from families in which both parents are Francophones. 
Approximately 60% are from French-English exogamous families 
(Corbeil & Lafrenière, 2010). In New Brunswick, two thirds of them 
are from families in which both parents are Francophones; approxi- 
mately 30% are from exogamous French-English couples (Lepage, 
Bouchard-Coulombe, & Chavez, 2011). The same data (Corbeil & 
Lafreniere, 2010; Lepage, Bouchard-Coulombe, & Chavez, 2011) show 
that families in which both parents are Francophone are most likely 
to transmit French as the mother tongue. In exogamous families, only 
a quarter of children in Ontario and a third in New Brunswick speak 
French as their first language; the others report either English or both 
official languages as their first language. Thus, in a minority lan- 
guage context, bilingualism is an undeniable reality. 

The linguistic reality of the Francophone population outside 
Quebec has an important impact on the health and social services 
offered to them, particularly in terms of speech-language pathology 
and audiology because the expertise in these two fields relates to the 
disorders and the typical development of communication. For speech- 
language pathologists and audiologists, language does not simply 
represent the means of communication with their clients, it is also 
the focus of the services they offer. Speech-language pathologists 
and audiologists offering services to Francophones living in minority 
linguistic contexts must consider the high rate of bilingualism among 
their clients and be familiar with the issues this raises, particularly 
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for younger clients. It is important to remember the typical develop- 
ment of communication skills among bilingual children is different 
from unilingual individuals (Bedore & Peña, 2008; Westman, 
Korkamn, & Byring, 2008). 


Scientific Evidence and Best Practices in Speech-Language 
Pathology and Audiology Services for Bilingual Individuals 


Since the 1980s, various associations and professional colleges in 
audiology and speech-language pathology in Canada and around the 
world have published position papers and practice guidelines for 
professionals working with bilingual clients (American Speech- 
Language-Hearing Association [ASHA], 1985, 2007, 2011; College of 
Audiologists and Speech-Language Pathologists of Ontario, 2000; 
Crago & Westernoff for the Canadian Association of Speech-Language 
Pathologists and Audiologists, 1997; Multilingual Affairs Committee 
of the International Association of Logopedics and Phoniatrics, 2006; 
Royal College of Speech & Language Therapists, 2007; Speech 
Pathology Australia, 2009). In these documents, bilingualism is dis- 
cussed but often broader terms are used, such as minority languages, 
multilingualism and multiculturalism, diverse language, and cul- 
tural or ethnic communities. Furthermore, these documents empha- 
size the language competencies and cultural awareness of the 
speech-language pathologist and audiologist delivering services to 
bilingual individuals. The procedures used during assessments, 
such as the use of normalized tests, are almost unmentioned. 

The next two subsections deal with more specific recommenda- 
tions around best practices regarding the assessment of bilingual 
individuals. The first discusses recommendations specific to speech 
and language assessments, and the second discusses those specific 
to hearing assessments. 


Best Practices in Speech-Language Pathology 


Before directly assessing the language abilities of any child, a speech- 
language pathologist should document the child’s perinatal, devel- 
opmental, communicative, medical, and educational history. This 
information be obtained by reading the child’s records, by inter- 
viewing significant adults such as parents and teachers, and/ 
or by observing the child in different contexts. In the case of 
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Francophone children in linguistic minority communities, it is par- 
ticularly important for the speech-language pathologist to gather 
data on the child’s previous language experiences. More precisely, it 
is crucial for the speech-language pathologist to know how long the 
child has been exposed to each of the languages, and in which cir- 
cumstances (for example, characteristics of the speakers, contexts, 
proportion of exposure, beginning of exposure). It is important to 
consider the language and type of educational programs the child 
has attended (for example, a day care centre, kindergarten, or an 
elementary school), and how frequently the child is or has been in 
this setting. By taking into account the sociolinguistic context (for 
instance, the majority or minority status of each of the languages), 
these data make it possible to determine if the child is a French- 
dominant, balanced, or English-dominant bilingual, and to formulate 
more accurate hypotheses about the typical pattern of communicative 
development that can be expected from him or her. The models pro- 
posed by Gathercole (2007) and MacLeod (2015) provide a mean to 
predict the language development of bilingual children in each of 
the languages they speak, in comparison with unilingual children, 
and take into consideration factors related to the age of exposure, 
the quantity of exposure, and the sociolinguistic context. Protocols 
such as the Alberta Language Environment Questionnaire ([ALEQ]: 
Paradis, 2011) or the Questionnaire for Bilingual Children (MacLeod, 
in progress) allow more systematic data collection on this subject. 
Data are usually obtained from the family and educational profes- 
sionals and may be collected in person, by telephone, or through 
written questionnaires. Actively offering the opportunity to answer 
questions in French or in English must be a priority. If the profes- 
sional asking the questions does not fluently speak the language of 
the parent who is present, or if the parents speak another language, 
the assistance of interpreters becomes essential. 

According to Langdon (2008), a direct evaluation of the child’s 
language skills is necessary if the family reports delays in the domi- 
nant language, especially compared to the development of her or his 
siblings. If there is no concern with development in the dominant 
language, it is important to enrich the child’s linguistic experiences 
in the second language, and to document changes over time (over a 
period of approximately four to six weeks). If little progress is noted, 
despite increased stimulation, a direct assessment of the child’s lan- 
guage skills is recommended. 


The Necessity for Normalized Tests 


The direct assessment of the child’s language skills by a 
speech-language pathologist generally includes the collection and 
analysis of a spontaneous language sample and the delivery of 
standardized tests that are often normalized (Langdon, 2008). For 
bilingual children, including Francophones in minority settings, 
these two evaluations should be conducted in English as well as in 
French. According to Kohnert (2010), even if a dominant language 
can be identified in many bilingual children, this does not mean 
that some or all of their language skills are automatically stronger 
in their dominant language than in their second language. 
Differences in strengths stem from the fact that children often 
develop their skills by interacting with a variety of people, in dif- 
ferent contexts, to reach varied communication goals. For example, 
a young Franco-Ontarian may use a more literary or formal French 
vocabulary at school while developing useful English expressions 
to socialize with neighbourhood friends, who may be mostly 
Anglophones. This can result in scores on normalized tests delivered 
in French that do not reflect the real abilities of the child, because 
many tests have been developed using the norms of a unilingual 
French population. To account for a bilingual child’s uneven distri- 
bution of language skills between the two languages, a speech- 
language pathologist should obtain and review the data in both 
languages spoken by the child, and produce an overall profile of the 
child’s language skills and knowledge encompassing abilities in 
both languages. 

The results of the spontaneous language sample and normal- 
ized tests in both languages cannot be analyzed solely in comparison 
with norms based on unilingual children. In fact, some bilingual 
children who are developing normally present results similar to 
unilingual children with a language disorder in one of their lan- 
guages. Additionally, bilingual children often make associations 
between the two languages during their language development 
(Kohnert, 2010). These associations may be positive—that is, they 
may allow children to transfer acquired knowledge from one lan- 
guage to another—or they may be negative and produce interference 
between the languages. Since French and English share several 
similar lexical, phonetic/phonemic, syntactic, and alphabetical char- 
acteristics, numerous positive transfers are possible, but the omni- 
presence of English can also result in anglicized sentence structure 
or words when the child speaks French (Dôpke, 2000). Also, 
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comparisons with unilingual norms on normalized tests do not make 
it possible to determine whether a bilingual child’s language devel- 
opment is normal or not. 

Developing norms for bilingual children would seem to be the 
ideal solution. However, as Kohnert explains (2013, p. 146), there are 
no normative databases incorporating both languages and the diver- 
sity of linguistic experiences and influences in any group of bilin- 
guals. Indeed, even within a homogenous sociolinguistic group, there 
is a wide inter-individual variability in the language development 
of bilingual children. This variability may be due to different socio- 
economic situations, parents’ education, different family literacy 
practices, and intrinsic individual differences in children’s aptitudes 
and communication styles (Kohnert, 2010). This makes the develop- 
ment of normative data for bilingual children much more compli- 
cated, even when languages, age, and the context of language 
experiences are accounted for. For example, studies by Mayer- 
Crittenden (2013) and Mayer-Crittenden, Thordardottir, Robillard, 
Minor-Corriveau, and Bélanger (2014) showed that within a group 
of Franco-Ontarian children in the Greater Sudbury Area, results on 
language evaluations vary depending on whether the children are 
unilingual, French-dominant bilingual, or English-dominant bilin- 
gual. Furthermore, the performance of these children on language 
assessments is lower than that of Francophone children in a majority 
setting in Quebec. One study that used the same assessment tools 
was conducted in the Ottawa region, with unilingual and French- 
dominant children; the results were almost identical to those of 
Francophone children in Quebec (Lefebvre et al., in progress at time 
of printing). It seems clear, then, that developing normalized lan- 
guage tests for Francophones living in minority settings would not 
be valid given the overly wide linguistic variability of this 
population. 

In short, normalized tests used in a bilingual context lose their 
efficiency and validity because they must be administered in both 
of the children’s languages and the norms established are inappropri- 
ate. Without norms, clinicians might be tempted to compare the 
results between the two languages of the child in order to determine 
if she or he has stronger abilities in one of the languages. However, 
this method is not valid either, since the measurements obtained 
depend on the characteristics of each language. For example, mea- 
surements of the mean length of utterances cannot be compared, 
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because the French language requires longer sentences than English 
(Thordardottir, 2005). 

Standardized and normalized tests are usually designed to 
evaluate two types of abilities: first, the skills and knowledge specific 
to a language such as speech sounds, vocabulary, morpho-syntax, 
and discourse; and second, the underlying language processing abili- 
ties such as lexical retrieval and phonological memory. The latter 
group of skills is dependent on working memory, attention, and 
perception. These abilities are believed to be less influenced by lin- 
guistic experiences in each of the languages and to be important 
indicators of language disorders (Langdon, 2008). However, research 
on the topic suggests that even if these abilities are less subject to the 
biases introduced by linguistic experiences, measures of language 
processing abilities are not accurate indicators of language difficul- 
ties in a bilingual setting, since the performance of bilingual people 
on these tasks are not necessarily identical to those of unilinguals 
(De Lamo White & Jin, 2011). 

It is, therefore, recommended that normalized tests be used in 
a non-standardized way (Crago & Westernoff 1997); that is, by modi- 
fying the administration procedures and by collecting more informal 
data. For example, practice items or additional time may be given. 
It is also recommended that one language be assessed at a time and 
on different days in order to decrease linguistic interference, except 
in the case of children who have very weak abilities in one of the 
languages. Testing should begin in the language with which the 
child is more familiar, and the child should be encouraged to answer 
in the language being evaluated. The use of unilingual norms can 
be useful, not to determine if a bilingual child has a language dis- 
order but rather to have a better idea of the child’s development in 
each of the languages as compared to unilingual children. By using 
predictive models of the language development of bilingual children 
as Gathercole (2007) and MacLeod (2015) propose, analyzing the 
performance of a bilingual child on tests normalized against uni- 
lingual children’s results can determine if his or her language 
development follows the model of bilingual development according 
to the factors of age of exposure, quantity of exposure, and socio- 
linguistic context. In other words, it is not the gap against the norms 
established with unilingual children that indicates if concerns 
should be raised about the language development of a particular 
bilingual child, but rather the language portrait in both of the 
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languages the child speaks according to the expected development 
of a typical bilingual child. 

It is important to highlight that a different type of standardized 
tool exists to evaluate the language development of bilingual chil- 
dren, not through direct assessment conducted by a speech-language 
pathologist, but by means of questionnaires filled out by adults close 
to the child. Tools such as the Alberta Language Development 
Questionnaire ([ALDeQ]: Paradis, Emmerzael, & Sorenson Duncan, 
2010) or the Intelligibility in Context Scale ([ICS]: McLeod, Harrison, 
& McCormack, 2012) enable a speech-language pathologist to obtain 
systematic developmental data on a child’s language even if the 
professional does not master the language. The data are then trans- 
lated into scores that makes it possible to determine if the child’s 
development is adequate in that language or not. 

It must be taken into account that interactions between the 
languages a child speaks are influenced by the child’s age, develop- 
mental stage, exposure to each of the languages, and the requests 
of tasks to be accomplished (Conboy & Thal, 2006; Gildersleeve- 
Neumann et al., 2008; Yip & Matthews, 2000). The dynamic nature of 
normal language development in bilingual children means that static 
measurements taken at a single moment in time by normalized tests 
make it difficult to detect language disorders. Thus, it is imperative 
to measure the rate and the direction of change in the language 
performance of a child over time. Two assessment methods can be 
used by the speech-language pathologist to do this: limited training 
and dynamic assessment (De Lamo White & Jin, 2011; Langdon, 2008). 
The limited training method consists of the modelling and imitation 
of unfamiliar speech sounds, words, and syntactical structures 
(authentic or not) in a structured context. A baseline measurement 
allows the lack of language knowledge or skills to be confirmed, 
while measurements taken following the intervention evaluate the 
child’s efficiency in learning. The dynamic assessment method con- 
sists in offering the child mediation—in the form of scaffolding—in 
order to identify the potential for change in the child’s language skills 
when different levels of support are offered. The nature and level of 
support required to modify the learner’s language skills are deter- 
mined through this procedure, which also involves baseline and 
measurements after the intervention. It is recommended that these 
procedures be carried out with at least two other children the same 
age and with comparable linguistic experiences, and who are not 
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suspected of having language disorders or difficulties (Langdon, 
2008). This precaution will give an idea of the typical bilingual lan- 
guage development in a context specific to the social environment 
of the child. 

The best practice presented up to this point in the chapter has 
consisted of methods for assessing bilingual children in each of their 
languages on separate occasions. However, these children are grow- 
ing up in an environment in which adults offer models of language 
involving code-switching (Poplack, 1980). Code-switching is defined 
as using both languages within a single sentence, or juxtaposing 
sentences in the two languages (Cook, 2001). Contrary to popular 
belief, code-switching is not a demonstration of lack of familiarity 
with one or both languages; it is used to express specific communica- 
tion goals such as the affirmation of identify among bilinguals 
(Kramsch & Whiteside, 2007) or to nuance the meaning of an idea 
(Zentella, 1997). Alternating between languages is not a random act; 
it is governed by its own rules (Poplack, 1980). Constantly exposed 
to these linguistic models, young children also adopt code-switching 
(Comeau, Genesee, & Lapaquette, 2003). Thus, it is a typical language 
behaviour and not an indication of language problems (Paradis & 
Nicoladis, 2007). The approach of translanguaging—that is, a bilin- 
gual person’s free, flexible, and permeable use of linguistic reperto- 
ries (Garcia, 2009)—favours the idea that code-switching is an asset 
for bilingual children. According to proponents of this approach, the 
linguistic competencies of bilingual individuals are seen as being 
more valuable in contexts where code-switching is accepted and even 
encouraged (Otheguy, Garcia, & Reid, 2015). Nonetheless, current 
research on the impact of translanguaging during speech-language 
pathologists’ assessments of the language competence of bilingual 
children is in its infancy. More studies must be conducted before 
there is sufficient evidence to recommend this practice. 

Thus, speech and language assessments of bilingual individu- 
als are very different from assessments of unilingual individuals. 
The role of normalized tests in these assessments of the two popula- 
tions is also different, and professionals need to consider relevant 
research on their use. The diagnosis of language disorders relies on 
a sociocultural approach that enables the clinician to interpret the 
child’s language performance while taking into consideration data 
on her or his linguistic and cultural exposures (De Lamo White & 
Jin, 2011). 


329 


330 


ISSUES AND STRATEGIES IN EDUCATING FUTURE PROFESSIONALS 


Best Practices in Audiology 


Difficulty understanding speech in noise is the main reason for con- 
sultations in audiology (Wilson & McArdle, 2005). Not only do people 
with peripheral hearing loss have difficulties recognizing speech in 
noise, but certain people with normal hearing thresholds do as well. 
For instance, children and adults identified with school-based learn- 
ing problems have lower speech recognition in noise performance 
when compared to control groups with the same hearing sensitivity 
(Bradlow, Kraus, & Hayes, 2003; Warrier et al., 2004), as do children 
with auditory processing disorder (Muchnik et al., 2004; Sanches & 
Carvallo, 2006) and children with dyslexia (Ahissar, Lubin, Putter- 
Katz, & Banai, 2006; Chandrasekaran et al., 2009). 

Bilingual adults and children are not exempt from these hearing 
problems, either. Indeed, several studies report a weaker perfor- 
mance in recognizing speech in noise among bilingual individuals 
as compared to their unilingual peers, especially when the task 
involves listening to speech in their second language (Cooke, Garcia 
Lecumberri, & Barker, 2008; Garcia Lecumberri & Cooke, 2006; Shi, 
2011; von Hapsburg, Champlin, & Shetty, 2004). 

An audiologist must be able to identify the underlying deficit 
of the hearing difficulties in noise. For some people, a weak perfor- 
mance on speech recognition in noise may be attributed to a dysfunc- 
tion in auditory processing, while for others it may be related to a 
cognitive impairment such as an attention deficit or problems with 
language skills. Identifying the origin of the speech perception prob- 
lems in noise is essential to develop an effective treatment plan. 

When a bilingual person has difficulty understanding speech 
in noise, the assessment process is not simple. Problems under- 
standing speech are intrinsic to language skills. Hence, an audiolo- 
gist cannot proceed in the same manner as with a unilingual 
population by using tests that include verbal stimuli corresponding 
to the language of the client. For example, it is not always obvious 
to identify the language a client has learned first, or the language 
the client is more comfortable speaking. Even in cases in which the 
best known language is identified, there is no consensus on the 
effect of bilingualism on the ability to understand speech in noise 
in that language. 

The age at which the second language is learned is a decisive 
factor of the bilingual person’s speech recognition in noise ability 
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(Shi, 2014). Weiss and Dempsey (2008) show that participants who 
learned their second language before the age of seven have a better 
ability to recognize sentences in this language when there is noise in 
the environment than those who learned the language after eleven 
years of age. On the other hand, results obtained from tests admin- 
istered in the first language learned show that speech recognition in 
noise changes with the number of years the bilingual person have 
been using the second language. The findings show that abilities to 
recognize speech in noise in the first language learned seem to dete- 
riorate as the skills in the second language improve. Similar findings 
were reported by von Hapsburg and Bahng (2009). The administration 
of tests composed of verbal stimuli in the first language a bilingual 
person has learned to speak does not, therefore, allow an audiologist 
to draw an accurate portrait of the hearing ability in noise. 

Where children are concerned, the audiologist must evaluate, 
in addition to the effects of bilingualism on the ability to perceive 
speech in noise, the effect of development on this ability (Fallon, 
Trehub, & Schneider, 2000). Indeed, children generally experience 
more difficulty than adults in perceiving speech in noise (Johnson, 
2000; Lagacé, 2010; Picard & Bradley, 2001); this is true of unilingual 
children, as well. Given the dynamic nature inherent in the develop- 
ment of their hearing ability and the level of bilingualism of indi- 
vidual children, the speech recognition in noise abilities of bilingual 
children are variable in both languages. Evaluating the child’s speech 
recognition in noise ability in both languages is an option to consider 
(Shi, 2014). 

Data on the speech recognition in noise abilities of bilingual 
children are rare. As for adults, most studies have examined the 
effects of bilingualism on the speech perception in noise in the sec- 
ond language and the results show the same trends. For example, 
Crandell and Smaldino (1996) compared the performance of bilingual 
children to those of unilingual children on a sentence-in-noise rec- 
ognition test. The test stimuli were in the second language of the 
bilingual participants. Bilingual children had lower sentence recogni- 
tion scores in noise than unilingual participants. Bovo and Callegari 
(2009) also reported a difference, although it was not statistically 
significant, between bilingual children (with Italian as their second 
language) and unilingual (Italian) children on a words-in-noise task. 
The competing noise level had to be lower for bilingual children 
than for unilingual children to reach the same performance. 
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Few studies have examined the effects of bilingualism on 
speech recognition in noise abilities in the first language learned. A 
study aimed at developing normative data for a word in noise test, 
called the Test de Mots dans le Bruit ([TMB]; Lagacé, 2010), revealed 
that correct recognition scores of Francophone children speaking 
more than one language at home were lower than those speaking 
French only (Lagacé et al., 2013). On the other end, Filippi et al. (2015) 
reported that bilingual children who learned their second language 
(English) at birth or during their first year of life had a higher correct 
sentence keyword recognition score than unilingual Anglophone 
children. The sentences were presented with a competing noise 
composed of a continuous foreign language speech. Authors sug- 
gested that exposure to a second language at birth may foster the 
development of auditory processing abilities. The lack of consensus 
in the findings of these studies suggests that the use of normalized 
tests when assessing speech in noise abilities of bilingual children 
may be of little value. 

In order to draw an accurate portrait of bilingual children’s 
ability to hear speech in noise, Shi (2014) suggests administering tests 
in each of the languages spoken by the child. Among other informa- 
tion, the audiologists may be able to determine the specific needs in 
each language. Although several speech-in-noise tests are available 
in English, few clinical tools are available and adapted for the 
Francophone population in Canada. Three tests have been identified: 
first, the French adaptation of the Synthetic Sentences Identification 
with Ipsilateral Competitive Message (SSI-ICM) test (Speaks & Jerger, 
1965) developed by Lynch and Normandin (1983); second, a word-in- 
noise test called the Test de Mots dans le Bruit ([TMB]; Lagacé, 2010; 
Lagacé et al., 2013); and third, the Canadian French adaptation of 
the Hearing In Noise Test ([HINT]; Nilsson, Soli, & Sullivan, 1994) 
developed by Vaillancourt et al., 2008 (children’s version) and 
Vaillancourt et al., 2005 (adults’ version). 

Following Shi’s recommendations (2014), audiologists should 
consider speech-in-noise tests that are available in the languages 
spoken by the bilingual child. The HINT test, for example, is avail- 
able in Canadian French and in English. By comparing the speech in 
noise threshold obtained for the same test condition of the HINT in 
both languages, for example, it is possible to evaluate speech-in-noise 
abilities in both languages. However, the audiologist must keep in 
mind that the level of difficulty of each version of the test may not 
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be equivalent. For example, while verifying the effect of bilingualism 
on the results obtained on two versions of the HINT test on bilingual 
participants, Stuart, Zhang, and Swink (2010) reported that in the 
continuous noise condition, the unilingual Anglophone participants 
had lower (better) thresholds than bilingual participants on the 
English version of the test. While comparing the speech in noise 
thresholds with the version of the HINT in the first language learned 
by bilingual participants (in this case, in Mandarin), bilingual par- 
ticipants showed better thresholds in the continuous noise condition 
than the Anglophone participants on the English version of the test 
(Stuart, Zhang, & Swink, 2010). The authors suggested the acoustical 
characteristics of Mandarin may be, in part, the cause of these results. 
Mandarin is a tonal language while English is a stress language. 
Since perception of tone in Mandarin would not be influenced by 
the presence of competing noise (Kong & Zeng, 2006), the recognition 
of speech in noise in this language would be easier than in English. 
Although the difference between the syntactic and acoustic charac- 
teristics of French and English are not as great as the one between 
Mandarin and English, the audiologist should be cautious about 
interpreting the differences in thresholds observed on the two ver- 
sions of the test. 

Since there is a limited number of adequate clinical tests, no 
one should believe it would be appropriate to develop a treatment 
plan based on the premise that bilingual people have difficulty hear- 
ing speech in noise. This would be contrary to best practices. Given 
the predictive potential of language variables such as the age of acqui- 
sition, the length of exposure to the language, the contexts of use, and 
other data, on speech perception in noise, Shi (2014) suggests using 
questionnaires to collect data on these aspects. The answers to the 
questionnaire, which can be provided by either the child or the par- 
ent, have been shown to be useful in helping professionals under- 
stand the results on clinical tests. One questionnaire that deals 
specifically with the language abilities of bilingual individuals, the 
Language Experience and Proficiency Questionnaire ([LEAP-Q]; 
Marian, Blumenfeld, & Kaushanskaya, 2007), includes items on the 
major variables of language, notably the age of acquisition and read- 
ing abilities, as well as items on cultural and educational background, 
which are also known to influence language abilities in bilingual 
people. The LEAP-Q is available and has been validated in several 
languages, including English and French. 
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Another way of assessing speech recognition abilities of bilin- 
gual individuals, according to the current recommendations of the 
American Speech-Language-Hearing Association (2015), is the use of 
questionnaires on auditory behaviour. According to its guidelines, 
particular attention must be paid to using questionnaires created in 
the first language of the individual being tested. If no questionnaire 
is available in that language, a translated version could also be con- 
sidered if the adaptation has been scientifically validated. Although 
some English-language questionnaires can be used to evaluate hear- 
ing difficulties in children (e.g., Anderson, 1989; Barry & Moore, 
2014; Fisher, 1976; Meister et al., 2004; Smoski et al., 1992; etc.), only 
home-made adaptations of these tools are available in French. 

In conclusion, available data suggest that the performance of 
bilingual individuals on speech-in-noise tests is not comparable to 
that of unilingual people. Furthermore, this hearing ability is not 
static; it varies with the number of years of bilingualism and the 
degree of exposure to each language. The importance of normal- 
ized tests for the assessment of speech in noise with bilingual 
Francophones, then, differs from what it really should be. Results 
obtained with these tests must be interpreted cautiously. One effec- 
tive way to assess speech recognition in noise of bilingual children 
consists of administering tests in the languages spoken by the child, 
while ensuring that the results are interpreted carefully and that 
language variables are taken into consideration. The use of question- 
naires assessing auditory behaviour also shows promise as a method 
for assessing speech perception in noise. 


Current State of Assessment Practices 
in Speech-Language Pathology and Audiology 
When Working with Bilingual Individuals 


Jordaan (2008), who conducted an international survey of speech- 
language pathologists working with bilingual clients, states that the 
current practice does not yet reflect evidence-based best practices. 
In the United States and Australia, numerous studies have investi- 
gated assessment methods specifically for bilingual children (Caesar 
& Kohler, 2007; Guiberson & Atkins, 2012; Hammer, Detwiler, 
Detwiler, Blood, & Qualls, 2004; Kritikos, 2003; Roseberry-McKibbin, 
Brice, & O’Hanlon, 2005; Verdon, McLeod, & McDonald, 2014; 
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Williams & McLoed, 2012). Research essentially shows speech- 
language pathologists generally use English standardized and 
normalized tests for the evaluation of bilingual children, but they 
support the development of standardized and normalized assess- 
ment tools specific to a bilingual population. Moreover, their sense 
of self-efficacy when assessing bilingual children has been found 
to be related to their ability to speak their clients’ languages. It 
should be emphasized that these studies were carried out in a con- 
text of bilingualism different from that of Canadian Francophones 
living and working in minority contexts. In these studies, the 
mother tongue of the clients is not an official language and it is 
rarely possible to receive schooling in this language. Thus, it may 
be dangerous to transpose these results to speech-language patholo- 
gists who work with Francophone children in official language 
minority communities. 

A survey similar to those conducted in the United States and 
in Australia was done in Canada by D’Souza, Kay-Raining Bird, and 
Deacon (2012). Findings showed that bilingual and multilingual 
speech-language pathologists assess more clients who speak diverse 
languages than unilingual ones. The five methods they use the most 
for the evaluation of these clients are: natural observations, language 
samples, dynamic assessment, standardized tests in English, and 
standardized tests adapted for a specific client. The barriers most 
frequently reported by speech-language pathologists in their evalu- 
ations are: the lack of reliable assessment tools in the client’s lan- 
guage; lack of access to a speech-language pathologist who speaks 
the client’s language; inability to speak the client’s language; the lack 
of knowledge of developmental norms in the client’s language; and 
the lack of knowledge of the client’s culture. 

Finally, a study carried out in Ireland by O’Toole and Hickey 
(2012) on practices in the assessment of language disorders in chil- 
dren took place in a very similar context to that of Francophones in 
minority communities; that is, with Irish-English bilingual clients 
in a country with an Anglophone majority but where Irish is an 
official language and education in Irish is available. Participants in 
this study reported, among other things, that they use standardized 
tests, but most often also favour informal procedures. However, the 
interpretation of these data is difficult because of the lack of devel- 
opmental norms for children living in a bilingual context. 
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To summarize, whether they work in Canada or in another 
country, speech-language pathologists continue to use normalized 
tests in language of the majority, and sometimes in the minority 
language with their bilingual clients. Most of the time they assess 
their clients in only one language, the same one they speak them- 
selves. The lack of normalized tools is the most frequently reported 
obstacle to effective assessment of multilingual clients. Speech- 
language pathologists, however, use complementary procedures such 
as informal evaluation, spontaneous language samples, and collection 
of cultural and linguistic data from the family, but the lack of norma- 
tive data makes the interpretation of data difficult. 

The situation is not different in audiology. Even though audiolo- 
gists know there is a need for tests that are sensitive to their clients’ 
linguistic characteristics, many prefer vocal tests available in their 
own language because they are more comfortable using them 
(Ramkissoon & Khan, 2003). Since Francophones living in a linguistic 
minority context do not always have access to French-speaking audi- 
ologists, they are not always being evaluated with linguistically 
appropriate tests. As in the case of speech-language pathology, audi- 
ologists continue to use normalized tests of majority language and, 
occasionally, in the minority language with bilingual clients when 
these tests are available. It is often assumed that the performance 
measured speech-in-noise tests will not be influenced by a person’s 
bilingualism if his or her language skills are considered good. 

As illustrated by comments made by speech-language patholo- 
gists and audiologists working with Francophone clients in minority 
language contexts (see Appendix), it seems the effect of bilingualism 
on the development of language and hearing skills is not their major 
preoccupation, despite the high rate of bilingualism in this popula- 
tion. According to studies on the topic (Guiberson & Atkins, 2012; 
Roseberry-McKibbin, Brice, & O'Hallon, 2005), the initial university 
training received by speech-language pathologists and audiologists 
contributes to this situation. Even in cases where the initial training 
is adequate, the problem of accessing essential resources, such as 
clinical tests adapted to bilingual clients, prevents the clinicians from 
adopting the best practices that are recommended. Furthermore, the 
time needed to assess bilingual children is much longer than that 
required to assess unilingual children, especially if the recommen- 
dation to do a normalized test in each of the spoken languages is 
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considered. Unfortunately, pressure on these professionals (in the 
public and private sectors, in education and health care) to offer more 
services in less time (Lubinski & Hudson, 2013; Ontario Speech- 
Language Pathologists and Audiologists [OSLA], 2015) does not create 
ideal conditions for this type of assessment. 


Conclusion and Recommendations 


Contrary to speech-language pathologists, and audiologists, claims 
about the priority for the development of normalized assessment 
tools to better serve Canadian Francophones living in minority lan- 
guage settings, best practices indicate that other methods requiring 
different resources should be considered. Moreover, it is impossible 
to develop normalized tests given the heterogeneity of the bilingual 
population. Narrowing the gap between current practice and best 
practices in the assessment of bilingual individuals in the areas of 
speech-language pathology and audiology calls for different solu- 
tions. Here are some that can be considered: 


e Modifying university training programs, in order to integrate 
knowledge- and skill-building related to assessments in 
multilingual contexts into most courses and work place- 
ments; this requires training professors, instructors, and 
clinical supervisors in the same content; 

e Fostering linguistic and cultural diversity among potential 
students in speech-language pathology and audiology pro- 
grams, by setting quotas based on the linguistic representa- 
tion of the population; 

e Establishing mandatory professional development programs 
on these topics for speech-language pathologists and audiolo- 
gists already in the workforce; 

e Making the necessary resources available so that best prac- 
tices can be adopted: additional time for assessments in both 
languages, access to professionals who speak the language of 
the clientele or interpreters,and more data about the linguis- 
tic and developmental characteristics of other languages; 

e Developing awareness programs for Francophone parents 
living in a linguistic minority context to highlight the impor- 
tance of assessment in both languages and their cooperation 
in assessing their children. 


337 


338 


ISSUES AND STRATEGIES IN EDUCATING FUTURE PROFESSIONALS 


Although the assessment of Francophone children in minority lan- 
guage settings should be understood and conducted in the context 
of their bilingualism, audiologists and speech-language pathologists 
call for the development of normalized tests to better serve this 
population. It appears, however, that the real problem lies in the lack 
of knowledge both of the reality of Francophones in minority settings 
and of best practices in the assessment of communication in this 
bilingual context. This chapter is intended to be an educational tool 
that establishes a factual foundation for assessing the speech, lan- 
guage, and hearing of young Francophones outside Quebec. This 
foundation can then be used to re-frame the discourse, focusing on 
bilingual assessment rather than on the need for normalized tests. 


Notes 


1. This reflection on best practices in speech-language pathology and audi- 
ology began during interviews carried out as part of a project funded by 
the Consortium national de formation en santé. The project was aimed at 
better understanding the reality of health and social service professionals 
who work with Francophones in minority language settings. 
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CHAPTER 14 


Bilingual Health Care in Quebec: 
Public Policy, Vitality, and 
Acculturation Issues' 


Richard Y. Bourhis, Université du Québec a Montréal 


Abstract 


he first part of this chapter offers the Interactive Acculturation 

Model (IAM), which provides an intergroup approach to minority/ 
majority group relations in multilingual settings. The ethnolinguistic 
vitality framework is the first element of the IAM as it describes the 
relative strength and weaknesses of linguistic communities in contact. 
Four language policies regulating the status of linguistic communi- 
ties constitute the key second element of the IAM. Third, the accul- 
turation orientations of minority and majority group speakers are 
described as they interact to yield harmonious, problematic or conflic- 
tual intergroup relations. As an application of the IAM, the second 
part of the chapter analyzes bilingual health care policies for official 
language minorities in Canada and Quebec. A detailed analysis of 
bilingual health care institutions serving the English-speaking com- 
munities of Quebec closes with a case study of a recent Quebec 
Government health care law that threatened to undermine the insti- 
tutional vitality of the Anglophone minority of Quebec. 


Key words: Interactive Acculturation Model (IAM), English-speaking 
communities of Quebec, health care policies. 


Introduction 


The first part of this chapter describes the Interactive Acculturation 
Model (IAM), which offers an intergroup approach to relations 
between linguistic minority and majority groups within multilingual 
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settings such as Quebec (Bourhis, Moise, Perreault, & Senecal, 1997). 
In the first part of the IAM we examine the ethnolinguistic vitality 
of language minorities and majorities in contact situations across 
multicultural settings. The second part of the model provides an 
analysis of language policies regulating the status of minority and 
majority language communities in multilingual societies. The third 
part of the IAM examines acculturation orientations adopted by 
linguistic minority and majority group speakers whose intergroup 
relations may range from harmonious to problematic to conflictual 
conflicting outcomes. 

Using the IAM and ethnolinguistic vitality framework as a 
conceptual framework, the second part of the chapter analyzes bilin- 
gual health care institutions supporting the well-being of the 
Anglophone minority within the Francophone setting of Quebec. 
The recent Quebec Ministry of Health adoption of Bill 10, centralizing 
the governance of the health care network, provides a case study of 
how the Anglophone minority had to mobilize quickly to safeguard 
its institutional vitality in the province. As a former elite minority 
within Quebec, the declining Anglophone minority must remain 
vigilant to maintain and develop its historical health care institutions 
in an intergroup setting dominated by the Francophone majority in 
full control of most public and private institutions of the province 
(Carter, 2012). 


The Interactive Acculturation Model 


The Interactive Acculturation Model (IAM) applies to many types 
of linguistic majority/minority group relations (Bourhis, 2001). 
Linguistic minorities may be national ones established before the 
creation of a country, such as indigenous communities in Australia, 
Canada, Mexico, and the United States. Linguistic minority com- 
munities can be regional ones present since the creation of the state, 
such as the Anglophones of Quebec and the Francophones of Ontario, 
New Brunswick, and Manitoba. Immigrant linguistic communities 
are born outside their country of settlement, such as the Chinese, 
Hispanics, and Italians in Canada and the United States. For many 
such linguistic communities, language and accent are cues to their 
category membership and remain a key dimension of their social 
identity for many generations (Giles & Watson, 2013). 
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Ethnolinguistic Vitality of Language Groups 


An important feature of the Interactive Acculturation Model (IAM) 
is the vitality of the linguistic minorities and majorities often targeted 
by government integration and language policies (Figure 1). 
Ethnolinguistic vitality is defined as “that which makes a group likely 
to behave as a distinctive and collective entity within the intergroup setting” 
(Giles, Bourhis, & Taylor, 1977, p. 308). The more vitality an ethnolin- 
guistic group has, the more likely it is that it will thrive as a strong 
collective entity. Conversely, ethnolinguistic groups that have little 
or no vitality are more vulnerable and likely to assimilate and even- 
tually cease to exist as distinctive language groups within intergroup 
settings (Bourhis & Landry, 2012). 


Figure 1. Interactive Acculturation Model (IAM) 


ELECTED GOVERNMENT DECISION MAKERS 


INTEGRATION AND LANGUAGE POLICIES 


Pluralism 
Ideology 


Civic Ideology 


Assimilation 
Ideology 


Ethnist Ideology 


ETHNOLINGUISTIC VITALITY OF LANGUAGE GROUPS 


<— Strong Vitality Language Groups ——# Weak Vitality Language Groups 


Strong Vitality Group 
Acculturation Orientations 


Weak Vitality Group 
Acculturation Orientations 


Integration, Integration-transformation, 
Individualism 
Assimilation, Segregation, Exclusion 


Integration, Individualism 
Assimilation, Separation, Marginalization 


INTERGROUP COMMUNICATION OUTCOMES 


Harmonious Problematic Conflictual 


Government integration and language policies as they relate to the ethnolinguistic vitality 
and acculturation orientations of strong/weak vitality communities, resulting in harmonious 
to conflictual intergroup outcomes. 
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Most linguistic minority and majority communities have an 
enduring desire to maintain and transmit their language and culture 
to the next generation. As proposed in the Reversing Language Shift 
model ([RLS]: Fishman, 1991), this is especially the case within the 
proximal daily home-family-neighborhood network of minority 
speakers. However, maintaining this proximal network of ingroup 
language users is not sufficient for the survival and development of 
language minorities who must also seek some control of their edu- 
cational, health care, commercial, and regional government institu- 
tions (Fishman, 2001). The ethnolinguistic vitality framework 
provides a conceptual bridge within the Interactive Acculturation 
Model by analyzing the full range of socio-structural variables affect- 
ing the strength of minority and majority language communities. As 
seen in Figure 1, three broad socio-structural dimensions influence 
the vitality of ethnolinguistic groups: demographic, institutional 
control, and status factors (Giles et al., 1977; Giles & Johnson, 1987). 

Demographic variables are those related to the absolute number 
of speakers composing the language group and their distribution 
throughout the urban, regional, or national territory. Number factors 
refer to the language community’s absolute group numbers, birth 
rate, mortality rate, age pyramid, mixed marriages, and patterns of 
immigration and emigration. Distribution factors refer to the numeric 
concentration of speakers in various parts of the territory, their pro- 
portion relative to outgroup speakers, and whether or not the lan- 
guage community still occupies its ancestral territory. These 
demographic factors can be based on combinations of the following 
linguistic indicators often found in census data: mother tongue, 
knowledge of a first (L1) and second (L2) language, and use of Li 
and/or L2 language at home. Taken together, these indicators can be 
used to monitor demolinguistic trends such as language maintenance 
in L1, language shift to L2, inter-generational transmission of the 
mother tongue, and language loss. Within democracies, demographic 
factors constitute a fundamental asset for ethnolinguistic groups, as 
“strength in numbers” can be used as a legitimizing tool to grant 
language communities the institutional support they need to develop 
within multilingual societies. 

Institutional control is defined as the degree of power one 
group has over its own fate and that of outgroup language communi- 
ties. The extent to which a language group has gained informal and 
formal control in the institutions of a city, region, or country 
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contributes to its institutional completeness. Informal control refers 
to the way a language minority has organized itself as a pressure 
group to extend the use of its own language for local in-group activi- 
ties such as advocacy, cultural production, sports, leisure, and com- 
merce. Relatedly, the Reversing Language Shift (RLS) model proposes 
incremental stages in which linguistic minorities strategically build 
their institutional control from their family-home-neighbourhood 
networks to local own group language schools and health services, 
municipal governance, and work settings (Fishman, 1991). Following 
such gains, linguistic minorities can then seek more formal control 
for their language community in majority decision-making spheres 
including national education, health care, social services, the police, 
justice, the economy, and mass media, and within established cul- 
tural, sport, and religious institutions. The presence of quality leaders 
who can head the formal and informal institutions representing 
language minorities also contributes to the institutional control of 
language communities. Language groups who gained strong insti- 
tutional control within state and private institutions are in a better 
position to safeguard and enhance their collective language and 
cultural capital compared to minorities who lack such institutional 
control. Language groups need to achieve and maintain a favourable 
position on the institutional control front if they wish to develop as 
distinctive collective entities within multilingual states. 

Status variables are those related to a language community’s 
social prestige, its socio-historical status within the state, and the 
prestige of its language and culture locally, nationally, and interna- 
tionally. The more status a language community is ascribed to have, 
the more vitality it is likely to possess. Language minorities some- 
times succeed in getting their regional or national governments to 
adopt language laws that officially recognize the status of their minor- 
ity language as co-official languages for use in education, health care, 
judiciary, and government services. Communities whose language 
enjoys high status can more readily mobilize to maintain or improve 
their vitality position within their region than those whose language 
has low status. For instance, Quebec’s mobilization for language laws 
enshrining the status of French relative to English was facilitated by 
the prestige of French as the national language of France and its 
international prestige as the language of the Francophonie network 
of countries (Bourhis, Montaruli, & Amiot, 2007). Conversely, lesser 
recognized Aboriginal languages in Francophone majority Quebec 
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undermine the capacity of indigenous minorities to obtain the edu- 
cational support they need to revive their ancestral language com- 
munities (Fettes, 1998; Taylor, Caouette, Usborne, & Wright, 2008). The 
experience of belonging to a high versus low-status language com- 
munity is more vivid when status differentials between ethnolinguis- 
tic groups are perpetuated through language ideologies (Phillipson, 
1988), linguicism (Bourhis, Montreuil, Helly, & Jantzen, 2007), and 
stereotypes towards “valued” and “devalued” languages, dialects and 
accents (Giles & Watson, 2013). 

Demographic, institutional control, and status dimensions 
combine to affect, in one direction or the other, the overall vitality 
of ethnolinguistic groups. A language community may be weak on 
demographic variables but strengthening on institutional control 
thanks to language planning efforts, resulting in a medium vitality 
position. In contrast, a linguistic minority may be weak on demo- 
graphic, institutional control, and status dimensions, resulting in 
low-vitality prospects. The objective vitality framework can be used 
as a heuristic to describe the relative position and wellness of lan- 
guage groups in numerous bilingual and multilingual settings in 
Canada and the world (Bourhis & Landry, 2012). 

The public policy relevance of the ethnolinguistic vitality 
framework is evident in the revised Canadian Official Languages Act, 
which states in its preamble: 


Whereas the Government of Canada is committed to enhancing 
the vitality [emphasis added] and supporting the development 
of English and French linguistic minority communities, as an 
integral part of the two official language communities of 
Canada, and to fostering full recognition and use of English and 
French in Canadian society. (Canada, 2005) 


The Commissioner of Official Languages, Statistics Canada, and 
numerous Canadian government studies also use the vitality frame- 
work to analyze the prospects of Francophone and Anglophone 
official minority communities across Canada (Corbeil, Grenier, & 
Lafrenière, 2007; Johnson & Doucet, 2006; Senate Canada Report, 2011). 


Subjective Vitality Perceptions 
How speakers perceive the vitality of their own language community 
relative to salient outgroups may be as important as objective 


Bilingual Health Care in Quebec 


assessments of group vitality. The subjective vitality questionnaire 
(SVQ) was designed to measure group members’ assessments of in/ 
outgroup vitality on items constituting the demographic, institutional 
control, and status dimensions of the objective vitality framework 
(Bourhis, Giles, & Rosenthal, 1981). A review of vitality research using 
the SVQ indicates that despite some perceptual biases, group mem- 
bers are realistic in perceiving their overall vitality position along 
the lines suggested by objective assessments of ethnolinguistic vital- 
ity (Abrams, Barker, & Giles, 2009; Allard & Landry, 1994; Harwood, 
Giles, & Bourhis, 1994; Sioufi, Bourhis, & Allard, 2016). As proposed 
in the cultural autonomy model (CAM), mobilisation to develop 
minority language vitality depends on strong collective ingroup 
identification which itself is nurtured by ideological legitimacy, social 
proximity of ingroup speaker network, and degree of institutional 
control (Bourhis & Landry, 2012; Landry, Allard & Deveau, 2013; 
Montaruli, Bourhis, & Azurmendi, 2011). 


Integration and Language Policies 


In multilingual settings, free market forces usually favour the ascen- 
dancy of the dominant language majority and its institutions, often 
to the disadvantage of weaker vitality linguistic minorities whose 
demographic base and institutional control is undermined by the 
sheer power of dominant majorities (Fishman, 1991). As a counter- 
point to free market forces, linguistic minorities often need language 
policies to provide the institutional support they need to maintain 
their vitality in public settings where the dominant majority may be 
unaware, indifferent, or hostile towards vulnerable linguistic minori- 
ties (Fishman, 2001). Though low-vitality language minorities can be 
given a say in the development of such language policies in demo- 
cratic states, their weaker demographic position and institutional 
control undermines their ability to influence government adoption 
of the language laws needed to sustain the use of their minority 
language in key public domains such as education, health care, and 
the workplace. 

As proposed in the IAM (Figure 1), language policies can be 
seen as the most demanding and expensive types of state integration 
policies affecting linguistic minorities and majorities. Cultural plu- 
ralism policies developed to apply only in the language of the domi- 
nant language majority do not have as systemic an impact on majority 
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institutions as do integration policies that include the addition of 
minority language use within public and private institutions of the 
majority community. From the point of view of linguistic minorities, 
integration policies that include cultural sensitivity can be bolstered 
by provisions that include the offer of stable minority language ser- 
vices embedded within state and private institutions. Inclusion of 
linguistic minority speakers using their own group language within 
the organizational structure of majority government services such 
as bilingual health care, education, and the judiciary not only pro- 
vides institutional support for linguistic minorities, but also offers 
much needed administrative and support jobs for minority speakers 
in such organizations. Minority bilingual employees may then trans- 
form features of majority institutions from within making them more 
responsive to the needs of the linguistic minority communities they 
serve without undermining services offered in the language of the 
majority (Bourhis, 1991; 1994). 

The IAM proposes that high-vitality majority groups have the 
demographic base and institutional control to establish the state 
language policies that best serve their interests relative to linguistic 
minorities. It remains that high- and low-vitality language communi- 
ties often compete to promote the institutional vitality of their respec- 
tive language groups. Through negotiation or imposition, the outcome 
of this competition is reflected in the language policies that are 
eventually adopted by ruling governments of multilingual countries 
(Ricento, 2009; Shohamy, 2006). 

As seen in Figure 1, the IAM proposes four clusters of state 
ideologies that shape the language and integration policies of mul- 
tilingual states (Bourhis, 2001). These language policies reflect inte- 
gration ideologies that can be situated on a diversity continuum 
ranging from the pluralist, the civic, and the assimilationist to exclu- 
sionist ideologies. Each ideological cluster produces specific language 
and cultural policies concerning the maintenance or assimilation of 
weaker vitality language minorities within a given state. This ideo- 
logical continuum also provides the public policy backdrop needed 
to contextualize the type of citizenship and integration strategies 
adopted by societies towards immigrants and linguistic minorities 
(Banting & Kymlicka, 2012; Bloemraad, Korteweg, & Yurdakul, 2008). 
The sustained implementation of these pro-diversity (pluralism) to 
intolerant (exclusionist) language and cultural policies can impact 
intergroup harmony and social cohesion. At the interpersonal level, 
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such public policies foster a social climate that may affect the social 
identity of minority group speakers, their identity management 
strategies, and their bilingual/multilingual communication strategies 
(Bourhis, Sioufi, & Sachdev, 2012). The sustained impact of these 
language policies eventually affects the capacity of linguistic minori- 
ties to transmit their language to the next generation of speakers, 
thus affecting the language maintenance versus language loss pros- 
pects of linguistic minorities. 

In democracies, the pluralism ideology implies language majori- 
ties and minorities should adopt public values, including acceptance 
of the democratic process, obedience to Civil and Criminal codes, 
and endorsement of the Constitution and/or Charters of Rights and 
Freedoms (this includes anti-discrimination laws protecting vulner- 
able ethnolinguistic minorities against prejudice, discrimination, 
and linguicism). Such public values may also include the responsibil- 
ity of citizens to learn one or more languages adopted as official or 
co-official languages of the national state or in specific regions of the 
state. The pluralism ideology upholds that the state has no right to 
regulate the private values of citizens, whose individual liberties in 
personal domains such as the home and private relations must be 
respected. Private values include freedom of association in the lin- 
guistic, cultural, political, and religious spheres, as well as freedom 
for linguistic minorities to learn and speak the language of their 
choice in private settings of the home, family, and neighborhood 
network. 

The pluralism ideology implies that in addition to implementing 
knowledge and use of the majority language, the state may also 
financially and socially support the maintenance of the linguistic, 
cultural, and religious distinctiveness of its minorities. Such minori- 
ties are seen as enhancing the diversity and economic adaptability 
of the larger society. The pluralism ideology proposes that because 
both high- and low-vitality language communities pay taxes, some 
state funds should be allocated to support minority language school- 
ing, health care, and social services. The ideology assumes that the 
culture and institutions of the dominant majority may need to be 
transformed through “reasonable accommodation” to serve the lin- 
guistic, cultural, and religious needs of minority groups and to 
promote social cohesion (Kymlicka, 1995). 

An example of a language policy inspired by pluralism is 
Canada’s Official Languages Act, which recognizes the equality of 
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French and English as co-official languages in Canada, especially 
for the provision of federal government bilingual services to the 
Canadian population where numbers warrant (Jedwab & Landry, 
2011). The Canadian bilingualism policy was recognized as paving 
the way for the adoption of the 1988 Multiculturalism Act, an official 
pluralism policy adopted for the support of immigrant cultural 
diversity and integration, equity treatment of minority communities, 
combating racism and discrimination, and fostering intercultural 
and interfaith understanding (Bloemraad, 2006; Gao & Wong, 2015). 

As in the case of the pluralism ideology, the civic ideology 
assumes both majority and minority linguistic communities should 
adopt the public and private values of the state. Unlike the pluralism 
ideology, the civic ideology does not fund the activities of linguistic 
and cultural minorities. However, this ideology does respect the right 
of individual citizens to both organize as community groups and 
financially to maintain or promote their respective languages 
through after-hours schooling, weekend cultural and religious activi- 
ties, and private linguistic health clinics and ethnolinguistic 
entrepreneurship. 

In multilingual states, the civic ideology amounts to state fund- 
ing of the linguistic and cultural interests of the dominant language 
group, often portrayed as the neutral unifying embodiment of the 
nation from past to present. It is in the name of a neutral state that 
the civic ideology legitimizes the absence of official recognition and 
financial support of its linguistic and cultural minorities. The survival 
of linguistic and cultural minorities is thus left up to free market 
forces, which, as the language planning literature demonstrated, 
usually favor in the long run the dominant language and culture 
of the majority (Fishman, 2001). Under the pretext of neutral non- 
intervention in linguistic issues, the civic ideology may, in effect, 
accelerate the language shift and language loss of linguistic minori- 
ties in multilingual states. 

The assimilation ideology expects citizens to adopt the public 
values of the nation-state. It also demands that minorities should 
abandon their own linguistic and cultural distinctiveness for the 
sake of adopting the language and values of the dominant language 
majority. Some countries expect this linguistic and cultural assimila- 
tion to occur voluntarily and gradually over time across the genera- 
tions, but other states impose assimilation through regulations 
repressing the linguistic and cultural distinctiveness of minority 
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groups in public domains such as the school system, health care, 
municipal governance, commerce, and mass media. Usually, it is the 
economically and politically dominant language group that is more 
successful in imposing its language and culture as the unifying 
founding myth of the nation state. For the greater cause of national 
unity, assimilationist policies are designed to accelerate the language 
and culture loss of its linguistic minorities. Dominant language 
majorities endorsing assimilationist policies often portray language 
minorities as a threat to the authenticity, homogeneity, and indivis- 
ibility of the nation state (Barker & Giles, 2004; Crawford, 2000). State 
policies encouraging or enforcing linguistic assimilation resulted 
in the partial assimilation of not only first- to third-generation immi- 
grants established in the United States (Ricento,1998), but also of 
indigenous national minorities of Canada (Taylor et al., 2008) and of 
historical regional language minorities such as the Breton, Basque, 
and Provengal in France (Blanchet, 2016). 

Linguistic minorities sometimes face a dilemma at the local 
level when a civic or a pluralist language policy is adopted, but at 
the state level an assimilationist policy is imposed by the language 
majority. Multilingual cities may adopt more pluralist policies to 
facilitate the linguistic and cultural integration of immigrant urban 
populations than is the case at the national level, where assimilation- 
ist policies may better reflect dominant majority preferences. 
Likewise, public and private organizations in urban centres may 
adopt pluralist integration policies as their organizational culture to 
better serve the linguistic diversity of their local employees and 
clients. City core health clinics and hospitals serving multilingual/ 
multicultural patients may adopt mainly pluralist organizational 
cultures for linguistic minorities, whereas hospitals serving cultur- 
ally homogeneous majority group patients in suburbs and regions 
may adopt a more assimilationist or civic organizational culture. 

As in the case of the assimilationist ideology, the exclusionist 
ideology may force linguistic minorities to give up their own lan- 
guage and culture for the sake of adopting the language of the 
dominant majority (Skutnabb-Kangas, 2000). Unlike the assimilation- 
ist ideology, the exclusionist ideology makes it difficult for linguistic 
minorities to be legally or socially accepted as authentic members of 
the majority, no matter how much minorities assimilate linguistically 
and culturally to the dominant group. The exclusionist ideology 
usually defines “who can be” and “who should be” citizens of the 
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state in ethnically or religiously exclusive terms (Bloemraad et al., 
2008). This ideology is sometimes enshrined in the notion of “blood 
belonging,” whereby only members of selected racial groups can gain 
full legal access to citizenship (Kaplan, 1993). In such states, the 
nation is defined as being composed of a kernel ancestral ethnolin- 
guistic group as determined by birth and kinship. Linguistic minori- 
ties and immigrants who do not share this kinship may never be 
fully accepted as legitimate citizens of the state. 

A case in point of the exclusionist ideology was the Canadian 
policy of residential schools, designed to force the linguistic, cultural, 
and religious assimilation of 150,000 First Nations children across 
Indian reservations in Canada from 1880 to 1996. Aboriginal children 
were taken from their parents by white authorities and forced to stay 
in 132 boarding schools designed to assimilate them to English and 
the Protestant church in English Canada, and to the French language 
and Catholic church in Quebec. Indigenous languages and cultures 
were disparaged through institutional linguicism and pupils were 
forbidden to speak their languages in class or amongst each other. 
Poor quality food, unsanitary conditions, and inadequate winter 
clothing accounted for the deaths of over 3,000 children in residential 
schools. The scope and violence of this policy of forced deculturation 
of aboriginal children were fully documented in the Truth and 
Reconciliation Commission (Canada, 2016), while in 2008 an official 
statement of apology and plea for forgiveness was expressed in the 
Canadian Parliament to the First Nations, Inuit, and Métis communi- 
ties for the wilful destruction of their languages and cultures. 


Intergroup Tensions Over Competing Language Policies 


In democracies, language policies usually reflect the prevalent ideo- 
logical orientations of the dominant language majority (Figure 1). In 
each country, the majority of the population may endorse the assimi- 
lationist ideology, whereas the civic ideology receives moderate sup- 
port, and exclusionist and pluralist ideologies are endorsed by fewer 
majority group members. Depending on economic, political, demo- 
graphic, and military events occurring at the national and international 
levels, politicians elected by the majority of citizens can shift language 
policies from one ideological orientation to the other. Political tensions 
may emerge between factions of the majority holding rival ideological 
views on language policies. The polarization of ideological positions 
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regarding language issues may lead to the formation of regional 
nationalist parties whose main platform advocate greater status and 
use of minority languages as was the case in the Basque Country, 
Catalonia, Flanders, and Quebec. Majority group backlash movements 
and political parties may succeed in shifting language policies from 
a pluralism position to an assimilationist or exclusionist ideology (for 
example, the English Only movement in the United States, the Vlaams 
Belang in Flanders and the Front National in France). However, mobi- 
lized ethnolinguistic minorities with efficient leadership may succeed 
in convincing majorities and their governments to change existing 
assimilationist language policies to more tolerant approaches, such as 
the civic and pluralist language policies. 

Once language policies are adopted by the state at the local or 
national level, the government apparatus applying such language 
laws in effect stabilize and legitimize the inclusion or exclusion of 
minority languages, not only in public domains of language use but 
eventually in private everyday discourse. The long-term application 
of assimilationist and exclusionist language policies by dominant 
majorities can succeed in eroding the inter-generational capacity of 
language minorities to maintain and develop their heritage language 
and culture. Thus, both top-down and bottom-up pressures can shift 
language policies from one pole of the ideological continuum to the 
other over time and in different cities or regions of a state. Taken 
together, language and integration policies applied at the local and 
national level can have a substantial impact on multilingual com- 
munication, on language assimilation, language revival, and on the 
acculturation orientations of linguistic minorities as well as members 
of the dominant language majority. 


Acculturation Orientations of Strong/Weak Vitality Communities 


Acculturation is the process of bidirectional change that occurs when 
two ethnolinguistic groups come in sustained contact with one 
another (Berry, 2006). Psychological acculturation refers to changes 
experienced by individuals whose ethnolinguistic group is collec- 
tively experiencing acculturation (Berry, 1997). Acculturation pro- 
cesses involve changes in the cultural and linguistic repertoire of 
individual speakers whose own language group is in sustained 
contact with high- or low-vitality outgroups (Bourhis et al., 1997). 
Individuals experiencing extensive cross-cultural contact with 


361 


362 


ISSUES AND STRATEGIES IN EDUCATING FUTURE PROFESSIONALS 


linguistic outgroups may shift from being unilingual in their mother 
tongue (L1) to being bilingual or trilingual in L2 and L3, while their 
progeny may become unilingual in the dominant language of the 
majority (Giles, Bonilla, & Sperr, 2012). 

The struggle of linguistic minorities to maintain their own 
language and culture may not only depend on their objective/subjec- 
tive vitality positions and state language policies, but also on accul- 
turation orientation endorsed by individual members of minority 
and majority ethnolinguistic communities. A premise of the IAM 
model is that not all members of a majority group hold the same 
opinions about how minorities and majorities should relate with each 
other. By virtue of their strong vitality position, dominant language 
majorities play a major role in shaping the acculturation orientations 
of linguistic minorities by telling them how they should integrate 
culturally and linguistically. The IAM proposes that dominant lan- 
guage groups can endorse three welcoming and three unwelcoming 
acculturation orientations toward linguistic minorities. 

The welcoming orientations adopted by dominant majorities 
are integration, integration-transformation, and individualism. 
Integrationists accept and value that minorities maintain aspects of 
their own heritage cultures and languages. They also wish minorities 
to learn and adopt their majority language and culture. Dominant 
majorities adopting integration-transformation accept and value the 
maintenance of minority languages and cultures. Such majority 
members are also willing to adapt and transform aspects of their 
own majority culture and institutions for the sake of facilitating the 
incorporation of minorities within the majority setting. Individualists 
majority members define themselves and minorities as individuals 
rather than as members of us-them categories. Because personal 
qualities count most, individualists interact with minorities regard- 
less of their race, language, culture, or creed. 

The three unwelcoming orientations are assimilation, segrega- 
tion, and exclusion. The assimilationist orientation corresponds to 
the traditional concept of absorption, whereby dominant majority 
members expect linguistic minorities to relinquish their heritage 
language and culture for the sake of adopting the language and 
culture of the majority society. Dominant majority members endors- 
ing the segregationist orientation accept that minorities maintain 
their heritage language and culture as long as such minorities stay 
separate from majority group members. Segregationists disfavour 
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cross-cultural contacts with minorities as such relations could dilute 
the authenticity of the majority culture and undermine the status 
and use of the majority language. Members of the dominant majority 
who endorse the exclusionist orientation are not only intolerant of 
the maintenance of minority group languages and cultures but also 
fear that such minorities may contaminate the authenticity of the 
majority if they adopt their dominant language and culture. Basically, 
exclusionists believe minorities can never be incorporated as rightful 
members of the majority society and would prefer such minorities 
to leave. 

These dominant majority acculturation orientations can be 
assessed using the host community acculturation scale (HCAS) and 
research has documented these acculturation orientations in Canada, 
the United States, and Europe (Arends-Toth & van de Vijver, 2004; 
Bourhis, Barrette, El-Geledi, & Schmidt, 2009; Bourhis, Barrette, & 
Moriconi, 2008; Navas, Fernandez, Rojas, & Garcia, 2007; Rohmann, 
Florack, & Piontkowski, 2006; Zagefka & Brown, 2002). 

As proposed in Figure 1, it is the elected members of the domi- 
nant majority that are most likely to influence government language 
policies towards linguistic minorities. For example, elected language 
majority members whose acculturation orientation is integrationist 
and integration-transformation are likely to favor the pluralism ideol- 
ogy of providing publicly funded institutional support for the main- 
tenance of minority languages in health care and schools. In contrast, 
elected language majority members endorsing the assimilationist 
orientation are likely to endorse language policies along the civic to 
assimilationist segments of the ideological continuum. Assimilationists 
are unlikely to support any state funding for minority language 
services while supporting government measures eroding the trans- 
mission and use of minority languages. Exclusionist majority mem- 
bers are likely to prefer assimilationists or ethnic language policies 
repressing the use and transmission of minority languages. 

As seen in Figure 1, the IAM proposes linguistic minorities may 
adopt one of five acculturation orientations, depending on their desire 
to maintain their heritage language and culture and their wish to 
adopt the language and culture of the dominant majority (Bourhis, 
2001). The integrationism orientation reflects a desire to maintain key 
features of the linguistic and cultural minority identity while adopt- 
ing aspects of the majority culture including its dominant language. 
Linguistic minorities who adopt the assimilationism strategy 
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essentially relinquish their own linguistic and cultural identity for 
the sake of adopting the language and culture of the dominant major- 
ity. Those who adopt the separatism strategy have a desire to main- 
tain their heritage language and culture while rejecting key aspects 
of the dominant culture and sometimes its language. The marginal- 
ization orientation characterizes minority individuals who feel 
estranged from both their own heritage language community and 
that of the dominant language majority. Alternatively, linguistic 
minority members who dissociate themselves from both their eth- 
nolinguistic origin and the dominant majority may do so not because 
they feel marginalized but simply because they prefer to identify 
themselves as individuals rather than as members of either a minority 
or majority. Such individualists reject group ascriptions per se and 
prefer to treat others as individual persons with their qualities and 
achievements rather than as all the same as members of contrasting 
language groups. 

These five acculturation orientations can be more or less adopted 
by members of a particular linguistic minority. A majority of indi- 
viduals from a linguistic minority may endorse an integrationist 
orientation, whereas only a few individuals from that minority group 
may endorse assimilation or separation. While most individuals from 
one language minority may adopt the assimilationist orientation, 
speakers from another background may prefer the separatist orienta- 
tion following systemic linguistic discrimination from the majority. 
Research on acculturation orientations endorsed by minorities inter- 
acting with dominant majority communities is ongoing (Barrette, 
Bourhis, Personnaz & Personnaz, 2004; Berry, Phinney, Sam, & Vedder, 
2006; Bourhis, et al., 2009; Nguyen & Benet-Martinez, 2013). 


Intergroup Relations Outcomes 


It is by combining the five acculturation orientations of linguistic 
minorities with the six acculturation orientations of high-vitality 
majorities that we see the interactive nature of the IAM framework. 
The model proposes that during intergroup contact the interaction 
of majority and minority group acculturation orientations can either 
be concordant or discordant, and can produce relational outcomes 
ranging from harmonious to problematic to conflictual (Bourhis et 
al., 1997). The most harmonious relational outcomes occur when both 
high-vitality majority group speakers and linguistic minority 
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speakers are concordant in sharing the integrationist or individualist 
acculturation orientations. It is under such circumstances that the 
IAM predicts harmonious outcomes including effective cross-cultural 
and bilingual communications, mutually positive interethnic atti- 
tudes and stereotypes, low intergroup tension, low acculturative 
stress, and absence of linguicism between dominant majority and 
linguistic minority groups (Montreuil & Bourhis, 2004). 

Problematic outcomes emerge when members of the dominant 
majority and the linguistic minority experience some discordance in 
their acculturation orientations, with some agreement and some 
disagreement with regard to their preferred profile of acculturation 
orientations (Zagefka & Brown, 2002). Problematic outcomes may 
emerge when dominant majority speakers insist minorities assimilate 
linguistically to mainstream society, while minorities prefer integra- 
tion strategies that maintain their heritage language while allowing 
them to acquire competence in the majority language. 

Dominant majority speakers endorsing the segregationism or 
exclusionism orientations are likely to experience conflictual out- 
comes regardless of the acculturation orientations endorsed by 
immigrant and linguistic minorities (Rohmann et al., 2006). In addi- 
tion to miscommunicating with linguistic minorities, exclusionists 
and segregationists are likely to be prejudiced towards such minori- 
ties and to discriminate against them in employment and housing 
while opposing institutional support in health care and education 
for linguistic minorities. Exclusionists are more likely to organize as 
right-wing political parties to disparage the language of minorities 
seen as diluting or contaminating mainstream culture and values. 
Under such circumstances, linguistic minorities who have low vital- 
ity are likely to be more vulnerable and suffer more acculturative 
stress and assimilation pressures compared to medium vitality lin- 
guistic minorities whose “strength in numbers” and institutional 
control can better shield them collectively against abuses from seg- 
regationist and exclusionist language majorities. Of linguistic minori- 
ties targeted by exclusionists, those with a separatist orientation and 
medium vitality are most likely to resist majority group intolerance. 
In de-facto multilingual countries, devalued linguistic and immigrant 
minorities may adopt the separatist acculturation orientation bolster- 
ing the intensity of their linguistic network within their own-group 
urban or territorial enclaves as of way of minimizing their contact 
with antagonistic dominant majority members (Barrette et al., 2004; 
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Bourhis et al., 2009). As implied in Figure 1, the IAM proposes that 
conflictual relational outcomes may be attenuated by state language 
policies that are situated at the pluralistic and civic pole of the con- 
tinuum. Conversely, conflictual relational outcomes may be accentu- 
ated by language policies that are situated at the assimilation, and 
especially exclusionist pole of the ideological continuum. 
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Vitality and Language Policies in Canada 

Canada can be situated at the pluralist side of the ideological con- 
tinuum of language policies proposed in the IAM. With French and 
English as its two official languages, Canada has one federal linguis- 
tic policy and separate linguistic policies within each of its ten prov- 
inces and three territories. Canada’s Official Languages Act of 1969 
provided bilingual federal services in both languages where numbers 
warranted across Canada, thus providing many jobs to bilingual 
Francophone and Anglophone public servants thus promoting 
national cohesion especially during the threat of Quebec separation 
(Jedwab & Landry, 2011). The Act included the establishment of the 
Office of the Commissioner of Official Languages, which reports 
annually on the progress of French and English language services 
in the Federal administration and its agencies. The act was enhanced 
in 1988 to bolster provisions concerning federal services in French 
and English to the public, enhanced use of French and English as the 
language of work in the Federal administration. It committed the 
federal government to enhance the vitality of English and French 
official minorities in cooperation with provincial and municipal 
governments (Jedwab & Landry, 2011). The 1982 Canadian Charter 
of Rights and Freedoms enshrined English and French as the two 
official languages of Canada and in Article 23, it guaranteed primary 
and secondary schooling for French and English official language 
minorities across the country. The official bilingual policy recognized 
the right of Canadians to know the official language of their choice 
without having to learn the other official language.In 2005 the 
Canadian Government amended Part VII of the Official Language 
Act as follows: 


41. The Government of Canada is committed to a) enhance the 
vitality of the English and French linguistic minority 
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communities in Canada and supporting and assisting their 
development, and b) fostering the full recognition and use of 
both English and French in Canadian society. 


42. The Minister of Canadian Heritage, in consultation with 
other Ministers of the Crown, shall encourage and promote a 
coordinated approach to the implementation by federal institu- 
tions of commitments set out in section 41. (Canada, 2005) 


In further support of the institutional vitality of the French and 
English official language communities, the federal government 
funded the Roadmap for Canada’s official language minorities during 
three five-year terms from 2003 to 2018, amounting to a total invest- 
ment of over $3 billion dollars (Canadian Heritage, 2013). Overall, 
language planning efforts testify to the federal government commit- 
ment to a policy of pluralism designed to develop the vitality of the 
Francophone minorities in English majority provinces in the rest of 
Canada (ROC) and of the Anglophone minority within Quebec 
(Landry, 2014). Though national polls have shown consistent support 
for Canadian bilingual policies over the past few decades amongst 
both Francophone and Anglophone citizens (Fraser, 2006; Jedwab 
& Landry, 2011), some Francophone minority stakeholders in the 
ROC as well as Quebec Francophone nationalists have considered 
such Canadian language planning efforts as “too little too late” and 
unlikely to stem the assimilation of Francophones minorities in the 
ROC (Corbeil, 2007; Curzi, 2014; Gilbert, 2010). 

According to the 2011 Census, 17% of the Canadian population 
are bilingual, meaning they have sufficient knowledge of English and 
French to conduct a conversation in either language. It is in Canada’s 
“bilingual belt’ where one finds the most French-English bilinguals 
in the country: the proportion of Canadians who have knowledge of 
both official languages is highest in Quebec (43%), followed by New 
Brunswick (33%) and Ontario (11%). In New Brunswick and Ontario, 
Francophones are virtually all French/English bilinguals and remain 
double linguistic minorities at both the provincial and Canadian 
levels (Sioufi, Bourhis, & Allard, 2016). In Quebec, Francophones have 
dual status: they constitute the dominant language majority within 
the province but remain a linguistic minority nationally in Canada. 
Anglophones in Quebec also have dual status as they constitute 
a linguistic minority provincially while remaining part of 


367 


368 


ISSUES AND STRATEGIES IN EDUCATING FUTURE PROFESSIONALS 


the dominant linguistic majority across Canada. In Quebec 36% of 
majority Francophones are bilingual while as many as 70% of minor- 
ity Anglophones are bilingual (Bourhis, 2012b). Though the three 
provinces of the bilingual belt each adopted policies that can be situ- 
ated at the pluralist pole of the integration continuum, each province 
remains distinct in the degree of institutional support granted to 
official language minorities, as is evident from differing bilingual 
policies in their respective health care systems. 


Bilingual Health Care in Canada 

The Canadian healthcare system can be described as a state owner 
operator model characterized by universal healthcare where all citi- 
zens have access to health services regardless of their financial situa- 
tion, as well as a decentralized system giving provinces responsibility 
for the organization and delivery of health services (Snowden & 
Cohen, 2011). The 1984 Canada Health Act specifies the conditions 
provinces must respect to receive federal transfer payments. The Act 
states “the primary objective of Canadian health care policy is to 
protect, promote, and restore the physical and mental well-being of 
residents of Canada and to facilitate reasonable access to health ser- 
vices without financial or other barriers.” Provincial and territorial 
governments are responsible for the management, organization, and 
delivery of health services for their residents, including insured 
health services provided by hospitals and medical practitioners. The 
private market provides coverage for health services that are not 
insured by the public plan. Although most medical practitioners are 
in private practice, and hospitals are private non-profit organizations, 
remuneration for physicians and hospital services are subject to 
provincial government regulation. 

Given that health is a provincial jurisdiction, the Federal official 
bilingual policies do not apply to health care delivery across Canadian 
provinces. Consequently, the delivery of services in the language of 
official minority communities is subjected to provincial laws, policies, 
and norms (Tremblay & Prata, 2012). Because healthcare is a provin- 
cial jurisdiction and official languages are federal responsibilities, 
the federal government must collaborate with provinces to improve 
access to health services for official language minorities. Through 
Health Canada the federal government contributes to improving 
access to health care services for the two official language minorities 
mainly by funding community organizations and by working with 
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post-secondary health care teaching institutions including medical 
schools. The federal government committed $170 million for the 2013- 
2018 period to improve training, networks, and access to French and 
English minority language health services (Canadian Heritage, 2013). 
Two community organizations are funded by the federal government: 
one for Francophone minorities in every province except Quebec— 
Société Santé en Francais—and one for the Anglophone minority in 
the majority French-speaking province of Quebec, the Community 
Health and Social Services Network (CHSSN). The provision of 
French/English bilingual health services is seen as both a quality of 
health issue for linguistic minority patients and as a national goal of 
providing Francophone and Anglophone minority communities with 
the institutional support they need to manage and receive quality 
health care in both official languages (CHSSN, 2007, 2016a; DIHI, 
2015; Health Canada, 2007; FCFA, 2001). Such bilingual health services 
have been especially well-developed within Canada’s bilingual belt 
of New Brunswick, Quebec and Ontario (Bourhis & Montreuil, 2017). 
In Canada, as elsewhere in the world, the provision of health 
care in both official languages for minorities whose knowledge of 
the majority language is weak or absent does play a role in alleviating 
the language barriers to health services experienced by such minori- 
ties. Language and cultural barriers experienced by such minority 
patients make it difficult to establish good caregiver-patient rapport 
and, as a consequence, the patient may receive less attentive care and 
experience less satisfaction with the medical treatment than patients 
for whom there is no language barrier (Kirmayer, 2012; Lussier & 
Riel-Salvatore, 2014). In both Canada and the United States, there is 
growing evidence that language and income barriers can limit access 
to health care services, health care usage, and preventive care for 
vulnerable linguistic minorities (Bowen, 2001; Pocock, 2016; Yeo, 2004). 
Language barriers can also have an impact on follow-up appoint- 
ments, the quality of health care received, satisfaction of linguistic 
minority patients, and the communicative effectiveness of health care 
encounters in hospital settings (Flores, 2006; Sarver & Baker, 2000). 
Canadian studies show linguistic minority status can combine 
with income barriers to health resulting in wellness disparities 
between linguistic majorities and minorities (Bouchard & Desmeules, 
2013). Canadian survey data showed the impact of income and lin- 
guistic minority status on aspects of public health such as mental 
health, diet, obesity and physical inactivity (Leis & Bouchard, 2013). 
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Empirical studies on language barriers and bilingual communication 
in health care settings is emerging (Meuter, Gallois, Segalowitz, Ryder, 
& Hocking, 2015). Studies using Communication Accommodation 
Theory provide a conceptual framework to explain when, how, and 
why people adjust their communicative behavior during bilingual 
encounters within health care situations (Dragojevic, Gasiorek, & 
Giles, 2014; Watson, Hewett & Gallois, 2012). 

Before discussing specific aspects of the bilingual health care 
systems in Quebec it is worth addressing the cost of bilingual health 
care in some Canadian provinces and in comparable countries of 
western economies. The 2015 bilingual health care expenditures per 
capita adjusted in U.S. dollars (U.S. $1. = CND 50.70) were as follows: 
the two autonomous French and English bilingual health care systems 
in New Brunswick cost $4,520 per person; followed by the partial 
French/English bilingual system in Ontario at $4,241, and the declin- 
ing bilingual system of Quebec at $4,058 (Bourhis & Montreuil, 2017). 
These different types of bilingual health care systems compare well 
with the per capita expenditures of some unilingual English health 
systems including British Columbia at $4,208; Alberta at $4,990; and 
Saskatchewan at $4,789 (CIHI, 2015). Among 29 countries of the OECD 
that had comparable accounting systems in 2013, expenditure per 
person on health care in U.S. dollars remained highest in the United 
States with its primarily private unilingual English system costing 
$9,086. The health care cost per person for Canada as a whole includ- 
ing some bilingual systems was $4,569, followed by the unilingual 
health systems of France at $4,361, Australia at $4,115 and the United 
Kingdom at $3,364. Taken together, these trends suggest that health 
care systems offering different levels of bilingual services can be cost 
neutral as they are not more expensive than unilingual health sys- 
tems in western economies. 


Vitality, Acculturation and Language Policies in Quebec 

Based on mother tongue census data, Francophones remain the majority 
in Quebec: growing from 4,860,410 inhabitants (80.7%) in 1971 to 
6,164,700 inhabitants (79%) in 2011. Allophones, who have neither French 
nor English as a mother tongue, grew through immigration from 6.3% 
of the population in 1971 (390,400) to 12.8% of the population in 2011 
(1,003,500). In contrast, the Anglophone minority dropped from 13% of 
the population in 1971 (788,800) to 8.3% of the population (647,600) in 
2011. Census data in 2011 showed that 80% of Anglophones live in the 
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greater Montreal region. However, the other 20% of Anglophones are 
dispersed across different regions of the province including: 5.9% in 
the Outaouais region, 5.1% in the Eastern Townships, 1.7% in the 
Quebec City region and 1.7% across Eastern regions of the Province. It 
is in these regions that the demographic and institutional vitality of 
Anglophone minorities has declined the most in the province. 

As the high-vitality majority, Francophones control all the 
Ministries of the Quebec Government and most Municipalities, along 
with much of the Quebec economy and its mass media (Bourhis, 
2012b). In 1977 the separatist Parti Québécois Government adopted 
the Charter of the French Language (Bill 101) designed to increase the 
status of French relative to English in the province (Corbeil, 2007). Bill 
101 promotes and protects French in Quebec as the language of work, 
communications, commerce, and business in public and private orga- 
nizations in the province, including the francization of the linguistic 
landscape. With a work force of 230 employees, the Office québécois 
de la langue francaise (OQLF) oversees all aspects of Bill 101, includ- 
ing the granting of Francization certificates to business firms of more 
than 50 employees that have proven that they can work in French at 
all levels of the firm, including communications with clients. 

Quebec language planning in favour of French may be credited 
amongst other factors: having 95% of the whole Quebec population 
maintain or gain a knowledge of French; maintaining 82% of all its 
citizens as French speakers at home; and, having 86% of all Quebec 
Allophones attend French rather than English schools. Also, the 
proportion of Francophones bilinguals increased from 25% in 1971 
to 39% in 2011. In contrast, the proportion of Anglophones who were 
French-English bilinguals increased from 37% in 1971 to 69% in 2011, 
while Allophones who became French/English bilinguals grew from 
33% in 1971 to 50% in 2011 (Bourhis 2012b; Bourhis & Sioufi, 2017). 

In the Quebec labour market, studies showed that the economic 
returns for knowing French increased substantially since Bill 101, 
whereas returns for knowing English or other languages steadily 
decreased. Also, the growth of ownership of the Quebec economy 
by Francophones rose to 75%, while as many as 95% of Francophone 
employees used French most often at work (Vaillancourt, Lemay, & 
Vaillancourt. 2007). By the 2011 Canadian census, the median income 
of Quebec individuals by mother tongue shifted to the advantage of 
Francophones at $28,841/year; $25,718 for Anglophones and only 
$20,033 for Allophones many of whom are immigrants. 
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Though the Francophone majority succeeded in consolidating 
its demographic and institutional ascendancy over the Anglophone 
minority, Quebec nationalist discourse continues to nurture feelings 
of collective threat to French by highlighting that, although Quebec 
Francophones constitute 80% of the provincial population, they remain 
a minority of only 23% within Canada and less than 2% within North 
America (Curzi, 2014). Given their declining demographic and insti- 
tutional vitality, Quebec Anglophones felt besieged and voted with 
their feet; there has been a net-outmigration of 300,000 Anglophones 
to the rest of Canada during the last 40 years (Stevenson, 1999). In 
contrast, the net out migration of majority Francophones to the ROC 
was only 40,000, while that of minority Allophones was 104,000. This 
out-migration coupled with low birth rate and Quebec laws restrict- 
ing access to English schooling accounts for the 60% decrease in the 
English school system: from 256,251 pupils in 1971 to 105,205 pupils 
in 2012, the largest decline in an English school system in Canada 
which continues to this day (Bourhis & Foucher, 2012). Though the 
English language is not threatened in Quebec, it is acknowledged 
that the vitality of the English-speaking communities of Quebec is 
in decline on the demographic and institutional support fronts 
(Bourhis, 2014; Bourhis & Sioufi, 2017). In response, the Quebec 
Community Groups Network (QCGN) is a federation of 53 English- 
speaking associations defending and developing their community 
vitality across the Province (Jedwab & Maynard, 2012). 


Bilingual Health Care for Anglophones in Quebec 


French-language health care institutions, established in the nine- 
teenth century, were funded mostly by the French Catholic Church 
until they were gradually taken over by the Quebec Government as 
a universal health care system in the 1970s (Lemieux, 2013). By 2015, 
Quebec had 60 hospitals and health centres, most of which were 
unilingual French serving the Quebec population. English language 
health care institutions, also founded in the 19'" century, were run 
by Protestant and Catholic religious orders and supported by substan- 
tial philanthropic funding from the historical Anglophone economic 
elites. When the Quebec Government established its universal health 
care system, it granted many existing English language health care 
institutions with a bilingual status designed to serve the health needs 
of both Francophone and Anglophone patients. 


Bilingual Health Care in Quebec 


The 1991 law on Health and Social Services (LHSS) specified the 
right of English-speaking persons to receive services in their language. 
The Quebec Ministry of Health and Social Services defined an English- 
speaking person as “someone who, in relation with an establishment 
providing health and social services, feels more comfortable expressing 
his needs in English and receiving services in this language” (Quebec, 
2006). This definition of an English-speaking person is closest to the 
Canadian census definition of first official language spoken (FOLS) 
derived from three census questions: knowledge of official languages, 
mother tongue and home language. In the 2011 census, over one mil- 
lion English FOLS speakers constituted 13.5% of the Quebec popula- 
tion. This Anglophone population served by Quebec Health & Social 
Services institutions is highly diversified culturally and ethnically 
and is made-up of not only Quebec born English mother tongue speak- 
ers but also immigrants (34%) and visible minority groups (28%). A 
study by the Institut national de santé publique du Québec noted 
language is “a determinant of health status or as a factor acting on 
other determinants,” while also recognizing “Income inequalities are 
greater in the Anglophone population of Quebec at every level when 
compared with Francophones” (INSPQ, 2012). Pocock (2016) summa- 
rized the health care consequences of socioeconomic status (SES) for 
Quebec’s Anglophone population as follows: 


. we note that there is a prevalence of low SES among the 
English-speaking communities of Quebec (Canadian Heritage, 
2015a). This is a health risk factor and points to a population that 
may be reliant on public health services not only due to a greater 
rate of illness but also because they cannot cover the expense of 
private care. After New Brunswick Francophones, Quebec’s 
English-speaking populations display the greatest socio-eco- 
nomic vulnerability when aspects such as low education levels, 
unemployment and labour force participation and low income 
tendencies are analysed. Relative to the Francophone majority 
of Quebec, English speakers show much higher unemployment 
rates. This gap has grown in recent decades and is more marked 
among workers age 25-44 than for the older workers in the 45-64 
age group (Canadian Heritage, 2015b). (cited in Pocock p. 5) 


We have used the terms English-speaking and Anglophone inter- 
changeably for the sake of convenience and in line with Quebec 
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Health ministry documents. In line with the LHSS law, each regional 
planning agency developed a plan of access to health and social 
services in English by identifying the institutions that offered such 
services to the English-speaking population in its region. The plan 
recognized Francophone institutions offering certain services in 
English, as well as designated bilingual institutions offering all ser- 
vices in English and French. The Ministry of Health “Cadre de 
référenc” regulation defined a recognised health or social service 
institution in the following terms: 


Un établissement reconnu (R) est un établissement qui fournit ses 
services à des personnes en majorité d'une langue autre que le francais 
et qui a obtenu de l'Office québécois de la langue francaise une recon- 
naissance en vertu de l'article 29.1 de la Charte de la langue francaise. 
(Bill 101, Quebec, 2006) 


To have a designated status, the Ministry selected from among the 
institutions recognized under section 29.1 of Bill 101 those required 
to make all their services accessible in English. This choice was based 
on the historical origins of such institutions that also included having 
over half their clientele being served in a language other than French. 
A designated bilingual health or social service institution was 
defined in the “Cadre de reference” regulation as: 


Un établissement désigné est un établissement que le gouvernement 
désigne parmi les établissements reconnus. II s‘agit d’un établissement 
tenu de rendre accessible en langue anglaise aux personnes d’expression 
anglaise les services de santé et les services sociaux qu'il offre. 
(Quebec, 2006) 


The bilingual status of these recognized and designated health insti- 
tutions is revised every 3 years based on Canadian census data on 
the number of non-French mother tongue population within pertinent 
catchment areas of the institutions concerned. The historical 
Anglophone institutions recognized as bilingual by section 29.1 of 
Bill 101 benefited from a “grandfather” clause that protected their 
bilingual status even if subsequently their clientele fell under the 50% 
non-French mother tongue cut-off. Only the board of directors of such 
bilingual institutions could ask for their bilingual status to be with- 
drawn in favour of a unilingual French status. Though Anglophone 
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stakeholders have traditionally had an input in defining bilingual 
status regulations, it is the Francophone majority which controls the 
legal status and development of bilingual health and social services 
institutions across the province, a vulnerability that can vary 
depending on the acculturation orientation and good will of the 
Health Minister and/or the political party in power (Bourhis, 2014). 

Finally, the LHSS law stipulated that health services to which 
English-speaking minorities were entitled depended on available 
human, financial and material resources of institutions named in the 
access plan. Of course, the LHSS law stipulated that all Quebec 
Health institutions with a majority French-speaking clientele were 
defined as unilingual French institutions whose governance, health 
professionals and unionized employees had no legal obligation to 
provide any services in English to their patients. 

By 2010, under the LHSS law, 42 Health & Social Service institu- 
tions obtained Recognized or Designated bilingual status in Quebec 
of which 28 were in Montreal. These bilingual status institutions 
were usually hospitals and health centres created and funded by the 
historical Anglophone communities of Montreal and other regions 
of the province. Bilingual status health institutions within the McGill 
University Health Centre (MUHC) were the Royal Victoria Hospital, 
Montreal General Hospital, Montreal Children’s Hospital, Montreal 
Neurological Institute and Montreal Chest Institute. Other important 
Montreal bilingual status health institutions included the Jewish 
General Hospital, Saint Mary’s Hospital, the Queen Elizabeth Health 
Centre and the Lakeshore General Hospital. Bilingual status health 
institutions serving Anglophone and Francophone communities in 
other regions of the province included the Jeffery Hale / St. Brigid’s 
hospital and home in Quebec City, the Brome-Missisquoi-Perkins 
Hospital in the Eastern townships, the Pontiac Community Hospital 
in Shawville and the Barrie Memorial Hospital in Ormstown. 

All health care professionals in Quebec, from physicians to 
nurses to bio-medical technicians, must pass written and spoken 
French language tests conducted by the OQLF. Bill 101 stipulates non- 
Francophone health care professionals not able to pass this test are 
not allowed to work in either French or bilingual health institutions 
in the Province of Quebec. Many Francophone institutions offering 
services in English face numerous challenges: shortage of human 
resources able to provide health services in both English and French; 
decline of English-speaking patients in regions of the province other 
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than Montreal where Anglophones remain concentrated; difficulty 
in planning bilingual services due to lack of information on the needs 
of minority language speakers; and, ambiguities of the Bill 101 legal 
framework for bilingual health care institutions (Ouimet, Trempe, 
Vissandjé, & Hemlin, 2013). Cost effective solutions to the lack of 
linguistic proficiency of health professionals exist, including access 
to a bank of professional interpreters for facilities with a low propor- 
tion of minority language patients. 

In a survey of the linguistic skills of health professionals in 
Quebec, results showed the proportion of doctors with knowledge of 
English as a first or second language was sufficient to serve the com- 
municative needs of Anglophone patients across most regions of the 
province (Trempe & Lussier, 2011). However, the study also revealed 
the proportion of nursing staff, social workers, psychologists and 
other health professionals with a knowledge of English as a first or 
second language was well below the proportion needed to serve the 
needs of Anglophone minority patients present in most regions of the 
province. Despite such challenges, over 7000 Francophone health 
professionals have received English language training in culturally 
sensitive health care for minority Anglophone populations residing 
in Montreal and other regions of the province (Riel-Salvatore, 2011). 

Levels of satisfaction expressed by Quebec Anglophones regard- 
ing their access to health services in English reflect many challenges. 
In a 2005 survey conducted among 3,000 Quebec Anglophones, the 
average satisfaction rate at the provincial level toward access to ser- 
vices in English was consistently below 50% (Carter, 2012). The 2005 
survey also revealed physicians in local private clinics were generally 
more likely to offer services in English than those working in public 
health centres and hospitals. In many regions of Quebec, less than 
50% of English-speaking respondents could be served in English in 
primary care units. It remains that weakening the demographic 
vitality of the English-speaking communities of Quebec further 
jeopardizes Anglophones’ capacity to claim health and language 
rights, especially in regions of the province where Anglophones 
constitute small, aging and isolated minorities. 

In 2006, Statistics Canada conducted a large representative 
post-census study known as the Vitality of Official Language 
Minorities survey. This survey included self-report items on many 
demographic and institutional support features of the vitality of the 
Anglophone minority population of Quebec (N= 5,200 adults) and of 
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the Francophone minority populations in each of the English majority 
Provinces (N= 17,500 adults). This national survey allowed an analysis 
of key bilingual health care issues rated by minority Anglophones 
in Quebec and minority Acadians in New Brunswick and Franco- 
Ontarians in Ontario (Gagnon-Arpin, Bouchard, Leis, & Bélanger, 
2014). The declining bilingual health care system in Quebec has had 
some impact on Anglophone access to English-language health care. 
Results showed that 26% of Anglophones reported that it would be 
difficult or very difficult to obtain their health care in English, and 
of those, 74% reported that the problem was a lack of English- 
speaking health care providers. As many as 92% of Anglophones felt 
it was important to obtain their health care in English, and 77% felt 
at ease when requesting services in English. As many as 81% of 
Anglophones reported having used English with their family doctor 
in the last 12 months, while 26% reported being without a family 
doctor. Survey results also showed that access to bilingual health 
care services declined especially in regions of Quebec where the 
concentration of the Anglophones was low. The converse was true 
in regions where Anglophone communities were more concentrated. 
The more isolated Anglophone minority communities became within 
a given region, the more precarious their institutional support 
became in health care and social services, thus undermining the 
overall vitality of such regional Anglophone minorities. 

A recent study conducted with a population of Quebec 
Anglophones showed that those who were unilingual English were 
more likely to declare poor health (Falconer & Quesnel-Vallée, 2014). 
Multiple logistic regression analyzes showed that the poor health of 
such unilingual Anglophones could not be attributed to their older 
age, lower income and lower education. Unilingual Anglophones 
also reported lower use of health services compared to Anglophones 
who had some knowledge of French. As is the case for Francophone 
minorities in New Brunswick and Ontario, when services are not 
actively offered in the minority language, Anglophones do not always 
claim these services either because they are too shy, fear increasing 
waiting time, or do not wish to impose an undue burden on health 
professionals (Bourhis & Montreuil, 2017). 

In the provincial Survey on Community Vitality, English- 
speaking respondents results showed that while 32% reported having 
received public health information in English in 2005, this proportion 
declined to 26% in 2015 (CHSSN, 2016a, b). The 2015 survey also 
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showed that only a minority of Anglophones (43%) reported being 
satisfied with the English language health and social services they 
received in their region. However, it was the English speakers whose 
health was poorest who expressed the highest levels of dissatisfaction 
with the amount of care they obtained in English. While, province- 
wide, as many as 74% of Anglophones reported being served in 
English in hospital emergency rooms and out-patient clinics, it was 
Anglophones in regions other than the Island of Montreal who were 
less likely to be served in English: 48% of Anglophones in the Eastern 
townships: 53% in the city of Laval (CHSSN, 2016a, b). Supported by 
the Official Languages Health Contribution Program, the CHSSN 
recently launched 20 collaborative action programs with the Quebec 
Ministry of Health to improve Anglophone access to health and social 
services in English. The CHSSN also launched partnerships with 
Anglophone communities to improve their access to English language 
services in Montreal and across regions of the province (Carter & 
Pocock, 2017; Pocock, 2016). 

The health services to which English-speaking minorities are 
entitled must be defended or claimed in times of health structure 
reforms by the Quebec Ministry of Health and Social Services. As 
noted by Carter: 


The legislative provisions that guarantee the right to services in 
English, within system limits, also guide the multitude of play- 
ers that comprise the health and social services system. 
Experience has taught community leaders that when the integ- 
rity of the legislation is maintained, progress is made. When 
that integrity is questioned for whatever reasons, it is not only 
a threat to English language services, but to the future of 
English-speaking communities as well. Communities must be 
“fire hall ready” to respond to any new political scenarios that 
may stimulate old debates about the legitimacy of legislative 
guarantees. It is also clear that sustaining progress and meeting 
new challenges will continue to require cooperation between 
the provincial and federal levels of government, with formal 
recognition of English-speaking communities as full partners. 
(Carter, 2012, pp. 243-243) 
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Bill 10: A Case Study of Health Care Centralisation in Quebec 


The Quebec Government adopted Bill 10 in 2014, a law modifying 
the organization and governance of the provincial health network 
(Quebec, 2014). While crafting the bill, Montreal and regional 
Anglophone minority communities were not consulted by the 
Minister and its Ministry of Health and Social Services. In the name 
of cost saving and rationalisation, Bill 10 abolished regional planning 
bodies while the number of government boards for hospitals, senior 
homes, and other health and social service centres were reduced from 
182 to only 34 mega bodies across the province, known as Regional 
Integrated Health and Social Services Centres ([RIHSSC]; Centre 
intégré de santé et de service sociaux [CISSS]). Anglophone com- 
munities across the province stood to lose 22 of their historical 
bilingual designated boards as a result of Bill 10, thus reducing their 
representation in the governance of their hospital and health/social 
service institutions now subsumed under Francophone majority 
RIHSSC mega centres. Anglophones were left with majority control 
of only one bilingual health care centre in the province, namely the 
McGill University Hospital Centre in Montreal. Bill 10 measures were 
seen to weaken Anglophone community links to their local health 
care foundations and volunteer networks established and nurtured 
across decades of community mobilization. 

In line with earlier LHSS legislation and Bill 101, Bill 10 pro- 
vided no entitlement for Anglophone patients to have their health 
records in English. Doctors or health professional can decide whether 
to write such records in French or English. Health or social services 
institutions can require such documents to be written only in French. 
In line with the Bill 101, hospital and health/social service institutions 
may only post signs on their premises in English if they have the 
status of designated bilingual institution. All others health institu- 
tions in the province may only post in French. All bilingual desig- 
nated institutions must include French on their signs and posters 
along with English or in some cases another language. If a sign or 
poster is needed for public safety, it may be written in both French 
and another language, even if the institution is not designated. As 
in earlier LHSS legislation, Bill 10 agencies may enter agreements 
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with other jurisdictions to send patients to the other regions, use 
technology or interpreters to provide services in English. 

Dr Victor Goldbloom, the first member of Quebec’s Jewish com- 
munity to serve in the provincial cabinet in the 1970s, Canada’s 
Commissioner of Official language from 1991 to 1999, and keen 
observer of health care issues in Quebec, voiced his concern about the 
impact of Bill 10 on the delivery of health and social services for the 
diverse Anglophone and cultural communities across the province. 


In 2014 the Quebec government brought forward legislation 
abolishing the agencies. I personally thought that this was an 
error that it would make the administration of the health care 
system more remote from and less responsive to the public we 
serve... I deeply regretted the proposal to amalgamate eight or 
ten institutions in each area into one, particularly since doing 
so would eliminate some go per cent of the dedicated community 
volunteers serving on their boards. I was concerned at the pos- 
sible loss of the ethnic and religious specificity of particular 
community institutions. The Minister of Health gave assurances 
that rights to health care and social services in English would 
be maintained, but I am unconvinced that this commitment 
would provide permanent protection against a later decision by 
a less sympathetic government. It seemed to me that an English- 
speaking community of this size should not be considered to 
have rights only if it represented at least 51 per cent of the 
clientele or the staff of a given entity. (Goldbloom, 2015, 
p. 180-181) 


As with other proposed laws, Bill 10 was submitted for public hear- 
ings by the Quebec government’s Committee on Health and Social 
Services in the autumn of 2014: numerous briefs were submitted by 
Anglophone stakeholders and community groups to the government 
public hearings on Bill 10. Critiques of the bill were expressed in the 
brief submitted by the Quebec Community Groups Network (QCGN, 
2015). Key concerns provided in the QCGN brief to the public hearings 
on Bill 10 are presented below in their original sequence of presenta- 
tion. Interestingly, these concerns not only reflect a keen awareness 
of institutional vitality issues but also share many challenges faced 
by Francophone minorities when defending their institutional vitality 
in the ROC. 
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7. QCGN, its members and partners, share serious concerns 
expressed by other groups about Bill 10 such as the extreme 
rapidity of implementation, centralization of control and man- 
agement of the system, and submerging of social service man- 
dates in vast health oriented structures. 


12. We believe Bill 10 would be a catastrophe for the 22 recog- 
nized and designated public institutions it dismantles. Only the 
McGill University Health Centre would retain this status. 


14. Bill 10 would remove the right of recognized and designated 
institution boards to preserve the status accorded under the 
Charter of the French language (Bill 101), as these boards will no 
longer exist. There is no guarantee that a board of new regional 
institutions would preserve the bilingual status of a facility. 


16. Adoption of Bill 10 as tabled would rupture a fundamental 
part the legacy of legislative guarantees made to the English- 
speaking communities over time. In our view Bill 10 must not 
extinguish the existence of recognized and designated institu- 
tions, and the guarantees they embody. 


17. The third paragraph in the preamble of La Charte de la Langue 
Francaise says: “Whereas the National Assembly intends to pur- 
sue this objective (establishing the predominance of the French 
language) in a spirit of fairness and open-mindedness, respectful 
of the institutions of the English-speaking community of Québec, and 
respectful of the ethnic minorities, whose valuable contribution 
to the development of Quebec it readily acknowledges.” 


18. How does the Minister and his government respect the public 
health and social service institutions of the English-speaking 
communities when it contemplates a bill that would end their 
existence, save for one? 


19. Recognized and designated institutions represent the legacy 
of the Liberal Party to English-speaking communities resulting 
from the reform of the Health and Social Service Act (S-4.2) car- 
ried out in 1991. That reform continued the institutions’ partici- 
pation in the public health and social service system, mindful 
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of the preamble of the Charter, adding specific provisions to 
S-4.2 that recognized the special character of the institutions’ 
connection to and duties towards English-speaking communi- 
ties. Adoption of Bill 10 in its current form would, we repeat, 
rupture this legacy. 


20. Designated facilities with no corresponding governance 
structure would be hollow guarantees of continuity in the rela- 
tionship between the English-speaking community and the 
institutions it considers so important. 


23. If the services would continue to exist in English in the ‘des- 
ignated facilities’, one might ask why is this matter so important 
to our communities? Because recognized and designated institu- 
tions are more than just services in English. They play leadership 
roles in their communities. They are organizations that attract 
community members, citizens who want to be invited onto their 
boards of directors, to their foundation and fundraising activi- 
ties, into their auxiliaries and volunteer services, their banks of 
foster families, and onto their owning corporations. If the rec- 
ognized and designated institution disappears these relation- 
ships and activities would inevitably be affected and put in 
question, and would ultimately impact negatively on the vitality 
of the community. The new institution inheriting the designated 
facilities, and the community would both be losers in this sce- 
nario. Existence of advisory committees as proposed in article 
131, which are not guaranteed to exist, would by no stretch of 
the imagination replace the capacities of recognized and desig- 
nated institutions. 


26. In regions where there are no, or very few, designated institu- 
tions, members of the English-speaking community must com- 
pete for a place in governance structures with members of the 
majority community. With the number of such seats drastically 
reduced under Bill 10, the opportunities for members of these 
small English-speaking communities to access a board seat 
would fall from few to none. 


27. Under Bill 10 the selection of board members of the newly 
constituted institutions would be highly centralized in the hands 
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of the Minister, with no direct avenue for community designa- 
tion to boards. This approach to the governance of health and 
social services institutions would have a dramatic and dispro- 
portionately negative effect on the English-speaking minority 
communities of the province, for whom a visible participation 
in the control and management, particularly of the institutions 
they founded and nurtured over many decades, is an important 
and irreplaceable part of the infrastructure of community life. 


30. Recognized and designated institutions, and community 
participation in governance are the two subjects that cut to the 
heart of the relationship between the English-speaking com- 
munities and the institutions they use and contribute to the 
public system. Participation from the community in governance, 
and the mechanisms that support that participation require a 
new paradigm, not tinkering with the one put forward in the 
law (Bill 10). As other interveners have argued in a more global 
way, let Quebecers participate in the governance of this impor- 
tant network of institutions. Their participation breathes life 
into institutions. We are fully willing to contribute to such a 
reconsideration of this subject. 


37. We firmly believe the Minister and his government have a 
legislative responsibility to treat the institutions issuing from 
the English-speaking community with the respect the preamble 
of the Charter calls for, and in keeping with the spirit of reforms 
made to S-4.2 to date that affect those institutions. 


38. We also believe that clear mechanisms whereby members of 
the community can access seats on governance boards without 
being dependent on the approval of this minister are essential 
to the vitality of both the institutions and the community. 


As seen above, Anglophone stakeholders and community groups 
submitted strong representations to the Health Minister Gaétan 
Barrette to amend features of Bill 10 during the 2014 public hearings. 
Following intense rounds of private negotiation between Anglophone 
stakeholders and the Health Minister, Bill 10 was amended in 
February 2015 to recognize the status of existing designated bilingual 
health care institutions across the province as they had been in the 
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LHSS law. In addition, each of the 34 new Regional Integrated Health 
and Social Services Centres (RIHSSC) were made responsible for 
implementing bilingual access plan for Anglophone minority com- 
munities taking account of their linguistic, ethno-cultural and demo- 
graphic requirements for the recruitment and assignment of health 
personnel required to provide French/English bilingual services. 
Other amendments stipulated that each of the RIHSS must have at 
least one English speaker on its board and each board may have an 
advisory committee on cultural and language issues, where a former 
designated bilingual institution has become a designated bilingual 
“installation” of the RIHSSC. Importantly, the advisory committee 
could exercise a veto power over important decisions such as relin- 
quishing the status of a designated bilingual installation. In line with 
the QCGN request, both the Centre de l’île de Montréal RIHSSC and 
the Centre ouest de l’île de Montréal RIHSSC were granted bilingual 
status in the amendments to Bill 10. Some special representation was 
guaranteed for the historical Anglophone minority using the Jeffery 
Hale/St Brigid’s bilingual status hospital within the Francophone 
majority RIHSS mega-board of Quebec City. 

The Montreal Gazette main editorial concerning these last- 
minute amendments to Bill 10 acknowledged the rapid Anglophone 
community mobilization to safeguard its designated bilingual insti- 
tutions as follow: 


To their credit, members of Quebec’s English-speaking minority- 
fearing the loss not only of community control over institutions, 
but the erosion of legal guarantees ensuring access to English 
services- worked doggedly behind the scenes to wring important 
concessions, to minimize the extent to which English-language 
services would be collateral damage of the reform. To his credit, 
Health Minister Barrette, who has not otherwise shown much 
flexibility, was sensitive to these concerns. 


However, the editorial also highlighted some institutional losses for 
the Anglophone community despite efforts to amend Bill 10: 


The governing boards of the Jewish General Hospital, Batshaw 
Youth and Family Services, the West Island Rehabilitation 
Centre, Quebec City’s Jeffrey Hale / St Brigid’s—proudly built, 
nurtured and governed by their respective communities—will 
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effectively be extinguished. The amalgamated boards that will 
now run them will have fewer seats and thus fewer opportuni- 
ties for the involvement of the citizens who have a stake in their 
operations. (Montreal Gazette, 2015a) 


Overall, Anglophone stakeholders and community groups were 
relieved and thankful for the last-minute amendments to Bill 10 
agreed by the current Minister of Health. Clifford Lincoln, a widely 
respected retired Liberal MNA of the Quebec National Assembly 
stated that English-speaking health care rights had been “affirmed 
in such an integrated way that it would make it much more difficult 
for future governments to touch them anymore” (Montreal Gazette, 
2015b). On the Bill 10 amendments, Eric Maldoff, chief negotiator 
with the Minister of Health concluded: “We have maintained some 
of our legal status, maintained and enhanced some of our bilingual 
status, and got advisory committees to enable the community to have 
some meaningful engagement with the integrated centres” (QCGN, 
2016). Pleading for continuing community mobilization, Maldoff 
warned that amendments to Bill 10 would be of no avail if members 
of the Anglophone minority did not actively participate as health- 
care administrators in their designated bilingual institutions and 
within the new French majority RIHSS mega boards (Montreal 
Gazette, 2015b). 

Despite favourable Bill 10 amendments maintaining the desig- 
nated status of bilingual health care institutions, the reduction of the 
number of regional health care boards and resulting centralisation 
by the Ministry of Health through the RIHSSS mega Francophone 
boards are problematic for minority Anglophone communities across 
the province. It remains that the actual provisions of bilingual health 
care for Anglophone minority individuals are entrusted to majority 
Francophone administrative board of the RIHSSS directly answerable 
to the current Minister of Health and its Ministry of Health public 
servants enforcing Bill 10. Such vulnerabilities are felt less intensively 
where the proportion of English-speaking population is large, long- 
standing and well-organized, such as the Montreal Island with its 
numerous bilingual status health institutions. However, most other 
regions of the province have declining and aging English-speaking 
populations who are much more vulnerable, especially when they 
have few existing designated bilingual health care institution and 
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little capacity for effective Anglophone representation on the French 
majority RIHSSC boards and health institutions. 

The Bill 10 debate served as a wake-up call for many Quebec 
Anglophone stakeholders. For many it was time to seriously consider 
the Commissioner of Official languages suggestion that Quebec 
needs some kind of permanent office of Anglophone affairs in 
Quebec. The case for such an office was detailed in a local English 
Montreal weekly as follows: 


Graham Fraser, a distinguished political journalist and author 
before he was appointed commissioner in 2006, repeated the call 
this fall . . . that having such an office, with a minister respon- 
sible, would be logical, especially in the context of the contro- 
versy over Bill 10 . . . In spite of a decidedly cool reaction in the 
French-language media and the governing Liberals, who feel 
Anglo views are well represented by the three MNAs from the 
majority English ridings, Fraser continues to believe that this 
idea makes good sense ... When Bill 10 was introduced, it was 
concerned community leaders, including those in the QCGN 
that made it clear that the needs of the English community were 
not being taken in consideration. Fraser believes much of the 
controversy could have been avoided had there been a perma- 
nent government structure in place with a mandate to monitor 
and advise on issues affecting Anglo rights. (The Senior Times, 


2015, P. 7) 


In perhaps his political testament to the English-speaking communi- 
ties of Quebec before his retirement from office, Graham Fraser is 
quoted in the article on lessons drawn from the Bill 10 debate: 


QCGN has expressed its satisfaction mixed with relief following 
some last minute amendments to Bill 10. But it was clear that 
Bill 10 was drawn up without taking account the needs of the 
English community. It took months of constant negotiating to 
result in the necessary amendments to the bill . . . Ontario’s 
Office of Francophone Affairs, created in 2007, and 
Commissioner of French Language Services, are examples of 
institutions that can offer input to any proposed legislation to 
ensure that language rights and services are respected. Part of 
the reason for having a coordinating office that can act as a 
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reference point for the English community is that it depoliticizes 
it so that it becomes part of the institutional reflex—less visible, 
less controversial . . . I think French-speaking Quebec as a soci- 
ety is full of strength, vitality, and energy, and is in a position 
now that it can assume its role as a responsible majority society. 
(The Senior Times, 2015, p. 8) 


Declaring how he cared about the vitality of the English community 
and their institutions in the province, the Quebec Prime Minister 
appointed a Minister for relations with the English-speaking com- 
munity in October 2017 (Montreal Gazette, 2017). In the same year, 
the Liberal Prime Minister established a Secretariat for English- 
speaking affairs with a mandate to advise present and future 
Ministers of the Quebec government of the concerns and needs of 
the English-speaking communities of Quebec in key public services 
such as health and social services. 


Conclusion 


The Quebec context is distinctive within Canada in that it adopted 
strong legislative measures promoting the ascendency of the French 
language (Bill 101) while having to abide by a Canadian Constitution 
seeking to protect the institutional vitality of the declining Quebec 
Anglophone minority especially in education. Though Francophones 
now constitute the dominant high-vitality majority community in 
the province, government pro-French policies are often adopted as 
if Quebec Francophones remain a besieged minority, while collateral 
damage caused by such laws can be substantial for the vitality of the 
Anglophone minority (Bourhis & Sioufi, 2017). The rapid mobilisation 
of Anglophone stakeholders to negotiate amendments to Bill 10 
showed that this minority, like Francophone ones in the ROC (for 
example, the Montford Hospital case in Ontario), had the ideological 
clarity to defend their health care institutional vitality. 

Elected Francophone MNAs in the Quebec National Assembly 
whose integrative orientations favour the maintenance of bilingual 
health institutions understand they should do so discretely to avoid 
the stigmatizing attention of Francophone assimilationists unsympa- 
thetic toward the maintenance of historical English language institu- 
tions in the Province. This discretion is also pertinent for integrative 
health care professionals and support staff willing to use English and 
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other languages with vulnerable ethnolinguistic minorities in local 
unilingual French health care institutions. Evidence suggests that 
many Francophone and Anglophone health professionals with a long 
history of collaboration are keen to maintain their good relations and 
to converge to the linguistic and cultural communicative needs of 
their vulnerable minority patients despite top down Health Ministry 
laws and regulations (Pocock, 2016). More research is needed to 
explore how the acculturation orientations and bilingualism of health 
care providers affect the quantity and quality of the care they provide 
to vulnerable minority group patients in unilingual and bilingual 
health care institutions (Schwartz & Unger, 2017). 

Future research on bilingual health care systems must further 
explore the fundamental issue of how much linguistic minority 
patients improve their health outcomes when they are cared in their 
own language rather than only in the language of the dominant 
majority. The Quebec case study suggests bilingual health institu- 
tions include bilingual communications not only with patients but 
also between health care providers, support staff, administrators and 
members of governing boards. Health institutions endorsing plural- 
ism as their organizational culture are more likely to sustain and 
develop bilingual health services that are integrative than institutions 
which implicitly or explicitly endorse the assimilationist ideology. 
Quebec could improve the wellness of its Anglophone and Allophone 
patient population by developing its support of bilingual status 
health and social services across all regions of the province. 

As seen in the per capita cost of bilingual versus unilingual 
health care there is evidence that offering cost-neutral bilingual 
health care can contribute to public health for linguistic minorities 
without undermining majority group health services. It is safe to 
assume that maintenance of bilingual health care institutions do 
have beneficial health effects for both the Francophone majority and 
English-speaking minorities they serve, which in the long run should 
save public funds for all Quebec taxpayers. Beyond the classic bio- 
medical model of health care, studies suggest that both language and 
cultural sensitivity in the delivery of health care services can con- 
tribute to the wellness of majority and minority patients in increas- 
ingly multicultural and multilingual health environments. 
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Notes 


1. This chapter is dedicated to the memory of Victor C. Goldbloom (1923- 
2016), a steadfast defender of minority rights in Quebec. I wish to thank 
Jim Carter, Annie Montreuil and Joanne Pocock for their judicious 
comments on earlier versions of this chapter. 
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Background 


n this chapter we return to the theoretical framework underpin- 
E this volume, the model of strategic analysis that contributes 
to a better understanding of the role of the actor and the system in 
making an active offer in the official language of the user’s choice. 
Strategic analysis (Chapter 1) offers us new insights and knowledge 
based on the analyses and the various perspectives presented in these 
chapters. The model has proven to be valuable, especially as it can 
take account of the complexity of power and the rules that character- 
ize and govern relations among the actors involved. It allows us to 
analyze the issues and challenges associated with the active offer of 
services in the official languages provided by the health and social 
service sector and, more broadly, with organized systems of action. 

When they adopt this approach, researchers uncover the actors’ 
objectives and strategies in order to comprehend the dynamics of 
their relationships and the coherence of the system of action. In our 
conclusion, we focus particularly on four key concepts of strategic 
analysis—issues, actors, systems, and strategies'—which connect the 
ideas and observations outlined in this volume. Putting the ideas 
into this perspective will enable us to do an in-depth analysis of our 
subject: the accessibility and the active offer of services in official 
language minority communities (see Table 1). 
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New Insights into Safe, Quality Services in Official Language Minority Communities 


Issues 


Each of the chapters in this volume discuss one or several issues 
related to the health and well-being of official language minority 
communities (OLMCs) and, in particular, Francophone minority com- 
munities (FMC). The core issue for the authors is that of access to 
social services and health care in the user’s language. It is especially 
important that services be of comparable quality to those offered to 
the majority. Access to these services is considered essential because 
of the link that has been established between language and the quality 
and safety of services; it also enhances the vitality of OLMC com- 
munities by providing an opportunity to use and affirm an indi- 
vidual’s language rights. According to a number of people, access to 
these services can only be achieved when active offer practices are 
developed. 

The second issue dealt with in this volume is the active offer of 
social services and health services in the official language of the 
minority. What OLMCs want is a health and social service system 
that recognizes their language and culture, one in which all members 
of the public are informed from the moment they enter or contact a 
point of service that services can be received in the official language 
of their choice. This should happen without a user’s having to ask 
for those services. For Francophones in Canada, a desire to halt the 
process of assimilation and to acknowledge the vulnerability of 
people in communities that are often isolated underlies active offer. 

The issue of having the linguistic majority population recognize 
the needs of OLMCs was clearly described. The majority language 
group still tends to be unaware of the particular needs of members 
of the linguistic minority, since in some regions most members of 
OLMCs are bilingual, or will include linguistic minority communities 
in the overall category of minority groups or “other” cultures, towards 
which there is a certain awareness and cultural sensitivity. 

Besides the issue of quality of services, there is another more 
specific issue: that of users’ safety. A close link has been established 
between the quality of communication and safety, so the challenge 
is to eliminate or at least reduce the language barriers that threaten 
the safety of social service and health care users. These barriers affect 
the quality of communication and trust in the relationship between 
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the individual and the service provider. In Francophone minority 
communities, literacy is a major challenge for communication (see 
Chapter 5). By promoting active offer, FMCs want to be able to guar- 
antee safe, quality services (Chapter 4; Chapter 5). In Canada, com- 
munication in both official languages is an essential element of 
quality and safety of services. 

Another issue is the lack of appropriate resources for evaluating 
and responding to the needs of these communities (Chapter 8). Lagacé 
and Lefebvre (Chapter 13) list examples of elements that should be 
taken into consideration in speech-language pathology and/or audiol- 
ogy assessments of Francophone children who live in linguistic 
minority contexts and have been raised in a bilingual environment. 

This leads us to issues concerning the resources available in the 
health and social service sector and in OLMCs. In terms of access to 
financial and human resources, the issue of bilingual staff is a con- 
cern for many researchers in this volume. Evidently, the shortage of 
bilingual staff—or simply a poor use of these employees—and the 
fact that they often suffer from overwork and professional burnout 
are serious problems. Some of the chapters in this volume highlight 
the multiple challenges bilingual staff members must deal with 
and the impact the challenges have on related matters such as recruit- 
ment and retention (Chapter 8: Chapter 9). Organizational support 
can definitely help staff meet these challenges (Chapter 7; Chapter 
12) but, as Vézina points out (Chapter 10), we should be cautious 
since, paradoxically, emphasis on bilingualism can negatively affect 
the implementation of active offer when unilingual staff members 
show resistance to increasing bilingual positions and services. 

The last issue to raise in this category is that of the awareness 
and preparation of professionals in post-secondary programs and in 
the labour force. The objective here is to better prepare professionals 
to work in linguistic minority settings (Chapter 2; Chapter 11). This 
involves defining and proposing appropriate strategies. Actors are at 
the centre of a process to co-construct the concept of active offer, and 
especially to improve the health and social service sector, which relies 
on an active offer of services in the official language of the minority. 


Relations Among Actors 


In this section, we hope to define the role of the actors involved who, 
each in their own way, advocate for and protect their own particular 
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interests within a complex system. To properly explain the system 
we are studying—that is, every component related to the delivery of 
social and health services in OLMCs—we will begin with an outline 
of the primary actors involved, the interests they protect, the 
resources and assets they have to help them reach their objectives, 
and the limitations and barriers they must deal with. After present- 
ing the actors’ characteristics we will try to describe the way the 
system of action operates, and how it has developed out of the inter- 
actions and interdependent actions of the actors. 


Actors Involved 


The official language minority communities (QLMCs) are the central 
player of this system. Their objectives are to receive quality, safe 
health care and social services when they face health or social chal- 
lenges. OLMCs have a number of characteristics, resources, and 
assets that play in their favour and help them protect their interests. 
First, the use of either of Canada’s official languages is protected by 
the constitution of Canada, through the Canadian Charter of Rights and 
Freedoms enshrined therein, as well as by provincial laws and policies 
(Chapter 3). Federal, provincial, and territorial governments cannot 
neglect the rights and needs of OLMCs, which are protected by 
important Canadian laws (Chapter 4; Chapter 7). For example, French 
minority communities have demonstrated their ability to rally 
together for important causes, and this has enabled them to dedicate 
energetic and visible efforts when action is necessary, as was the case 
in the famous 1997 Hôpital Montfort affair in Ottawa, when the com- 
munity was able to have the provincial government’s decision to 
close the only French-language hospital in the area overturned after 
a high-profile campaign. On the other hand, communities must also 
deal with substantial limitations. The first of these is their low num- 
bers and the fact they are spread out over a very large territory. Since 
they are often a small minority of the population, it is harder for 
them to make their needs a priority, or even have them acknowl- 
edged, in the various communities where they live. The case of New 
Brunswick is unique in this respect because Francophones comprise 
one-third of the population; this gives the French-speaking popula- 
tion a significant power to exert influence on the system. 

Users in OLMCs often suffer from what might be called a com- 
plex, stemming from their minority status. As a result, they do not 
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always feel it is appropriate to advocate for their rights or the services 
to which they are entitled (Chapter 2; Chapter 6). For example, people 
in FMCs often accept that not being able to obtain services in their 
own language is a fact of life that comes with living in a province 
with an Anglophone majority. When they find themselves in a situ- 
ation where they are highly vulnerable, such as when they are facing 
a health problem, a psychological crisis, or a social issue, some OLMC 
users are not comfortable or confident enough to ask for services in 
their own language out of fear that a negative reaction might be 
reflected in a poorer quality of services or significant delays before 
being treated. This behaviour, which is reasonable from the perspec- 
tive of someone in the minority group, has the perverse effect of being 
interpreted by actors in the majority group as proof there is no real 
need for services in the minority language and, therefore, as justifica- 
tion for the status quo. 

The federal government and provincial/territorial governments 
are responsible for funding and structuring the distribution and 
organization of health care and social services to the population. 
They have legislative and regulatory powers to determine the rules 
of the game, allowing them to mandate the active offer of services 
and to enforce the rights of official language communities. 
Governments are elected officials, and have the legitimate right to 
intervene in the lives of their citizens. On the other hand, their power 
is fragile, and the asset of their democratic mandate must also be 
viewed as a limitation: their citizens can easily vote to replace the 
elected officials who represent them in the next election. Because of 
this, governments tend to be cautious and to make decisions that will 
solve or attenuate the problems of the electorate and improve their 
living conditions. At the same time they attempt to make sure that 
the solutions they propose will be understood and accepted by vot- 
ers. Resources they can use to fund public programs are also limited, 
given that increasing taxes is rather unpopular with citizens and 
businesses. The needs that have to be met are not limited, however; 
they are constantly increasing. Governments have to make choices 
about the use of public funding and this inevitably upsets some 
individuals or groups. Often the people with the least influence are 
the ones most affected by the decisions. 

Managers of health care and social service facilities have the 
responsibility to offer adequate services to the population within 
a limited budget, legislative constraints, and complex and rigid 
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collective agreements. When a specific group, such as an OLMC, asks 
for special measures to respond to a specific need, managers have to 
decide whether that need is enough of a priority to justify investing 
the necessary money, given the fact that they are accountable for the 
funds and this might mean cutting other expenditures or services in 
the organization. Depending on their position in the hierarchy, they 
have some leeway in their actions and have decision-making power— 
which may be limited but is also real—and the capacity to allocate 
resources and formulate policies within their organization. 

In facilities designated as bilingual, or in areas where numbers 
warrant, managers are also obligated to provide a set minimum of 
services in the official languages. If they do not, they may be accused 
of putting patient safety at risk or exposed to legal consequences. 
Because of this, they want to recruit bilingual employees, yet they 
remain concerned about the challenges associated with bilingual- 
designated positions. Staffing these positions creates challenges in 
organizing the workload, greater mobilization of resources, and, as 
Vézina (Chapter 10) points out, tensions between bilingual and uni- 
lingual employees in the workplace. The multiple, inter-related levels 
of management add to the complexity of these relationships, because 
managers of different units and departments are constantly compet- 
ing for resources that are limited, if not rationed. Since organizational 
support is essential if professionals in a facility are to be able to actively 
offer services (Chapter 12), there is a crucial zone of uncertainty 
whenever an individual tries to increase behaviours that promote 
active offer. 

Bilingual service providers must offer services in both official 
languages to the population served by their facility if the province 
or facility in which they work officially mandates it. They at least 
have the advantage of speaking the minority language, which gives 
them some control over the zone of uncertainty. As Drolet et al. 
(Chapter 6) mention, they can create a form of alliance or complicity 
with their clientele and this can exert pressure on organizations to 
improve service delivery to OLMCs. They often want to contribute 
to an increase in services in the minority languages and even to be 
able to work in their mother tongue. When the facility is designated 
bilingual, they have better access to permanent positions and oppor- 
tunities for promotion since they are sought after for a rare and in- 
demand competency (Chapter 9). Their privileged status can provoke 
envy and resentment on the part of unilingual employees. It can also 
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happen that their employer refuses to let them leave to take on 
another position that is not designated bilingual because they are 
precious assets in their current position. Bilingual service providers 
frequently face excessive workloads because they are asked to act as 
interpreters for their unilingual colleagues (Chapter 2; Chapter 8), 
which may lead them to hide the fact they are bilingual in organiza- 
tions where this competency is not valued and/or its implications are 
not acknowledged. 

Unilingual service providers occupy the largest number of 
positions in the system, including management positions. Some 
unilingual employees are opposed to the active offer of services in 
both official languages. They would prefer these services not play 
such a large role in the organization as they are afraid their inability 
to respond to the demand will hamper their opportunity to advance 
in their careers. Some do not like the idea of active offer becoming 
an official organizational policy: they will react negatively, and 
sometimes aggressively, to any increase in the visibility of the minor- 
ity language in the work place, and they have strength of numbers— 
the advantage of working in an environment in which operations 
basically take place in the language of the majority. This privilege 
seems completely natural to them. 


Dynamics of Actors 


Members of OLMCs want to receive services in their language 
because this access can have a significant impact on their health, 
well-being, and living conditions. Where there are sufficient numbers 
of OLMC members they can create community organizations to 
affirm their rights. These groups can exert pressure on leaders and 
decision-makers in the public sector to allocate the resources neces- 
sary to respond to their needs, since their rights are protected under 
the Canadian Charter of Rights and Freedoms and by certain provisions 
in provincial and territorial legislation (Chapter 3; Chapter 7). 
Nonetheless, when a language community is very small, it 
represents a meagre percentage of the electorate and has a limited 
ability to exert pressure. Governments have to listen to the minority 
in order to have a proper understanding of their cause since members 
of the community can appeal to the courts to force governments to 
introduce policies and measures to comply with legislation—for 
instance, asking for an organization to be designated bilingual as in 
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Ontario, or, as in New Brunswick, lobbying for health authorities to 
be established according to specific language parameters. Still, decid- 
ing to allocate resources for services to OLMCs can prove to be 
contentious when it upsets a segment of the linguistic majority; they 
may well resent the fact that a smaller community monopolizes 
available resources. 

In certain regions where there is a significant concentration of 
the minority population, OLMCs can organize to act as a pressure 
group. Governments are more likely to provide resources to health 
care and social service facilities so they will be able to put active offer 
and linguistically appropriate services into place. Because these 
facilities are constantly short of resources to fulfill their mission, 
they will accept and, in certain cases, advocate for and benefit from 
these resources. 

All the same, with these resources comes the obligation to 
recruit bilingual employees and offer them positions that are desig- 
nated bilingual. This is often a major challenge, particularly in rural 
and/or remote areas where the shortage of qualified service providers 
is a reality that even affects recruitment from the majority group 
(Chapter 9). Sometimes the difficulty in finding bilingual service 
providers will lead managers to hire unilingual employees on the 
condition that they learn the minority language once they are work- 
ing. Results of this strategy are often disappointing because a number 
of employees who start learning a second language will abandon 
their plans and because there are few definitive measures in place 
to ensure compliance with this hiring condition. Managers do not 
want to put too much effort into controlling language standards, 
especially since the results are likely to confront them with realities 
that are hard to deal with. They may have to dismiss employees and/ 
or hire other bilingual employees, the latter of which is hard to do 
when there is an inadequate pool of resources. Moreover, dismissals 
are apt to fuel resentment among unilingual professionals who feel 
that staffing bilingual positions is a concession to political pressure 
rather than an effort to meet a true need in the population. 

Indeed, unilingual employees tend to believe there are enough 
colleagues who can offer services in both official languages without 
the organization creating more positions reserved for bilingual staff; 
the demand does not seem to justify it. Many believe there is no 
problem, because users can communicate without much difficulty 
in the language of the majority. They do not realize the importance 
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of providing services in both official languages in order for users 
from the minority to have quality services and, in particular, to 
ensure their safety. 

On the other hand, managers, like service providers, are respon- 
sible for maintaining quality and safety when they deliver services, 
and this requires effective communication. They are also obligated 
to behave ethically; this means, among other things, taking measures 
for informed consent on the part of the user and protection of the 
user’s confidentiality. A number of testimonials reveal failures in 
professional ethics and situations that compromise patient safety, 
due to the lack of adequate services in the minority language. These 
failures represent a significant zone of uncertainty, which is open to 
the influence of decisions designed to tilt the system in favour of 
active offer. 


System and Levers of Action 


In order to describe the system of health care and social services and 
the levers of action actors in this system have available to them, we 
first turned to Champagne, Contandriopoulos, Picot-Touché, Béland, 
and Nguyen (2005). These authors describe the health care system as 
an organized system of actions in which various structures (physical, 
organizational, symbolic) define a social space where four major 
groups of actors (professionals, managers, commercial representa- 
tives, and political representatives) interact in order to accomplish 
collective projects that contribute to achieve the ends of the system. 
Moreover, following the Chronic Care Model (CCM) developed by 
Wagner and his colleagues in 1996, and a variation of this model 
known as the Expanded Chronic Care Model (ECCM) (McCurdy, 
MacKay, Badley, Veinot, & Cott, 2008),? we recognize that the person 
seeking services and/or the person's caregivers and the community 
to which they belong are active actors in the system. In addition, to 
ensure continuity of services in the official minority language during 
a person’s service trajectory, we need to consider integration of ser- 
vices and coordination mechanisms between various service orga- 
nizations (Couturier, Gagnon, Belzile, & Salles, 2013; Tremblay, 
Angus, & Hubert, 2012). 

Inspired by these authors, we present our own model developed 
by the GReFoPS (Savard et al., 2017) to illustrate levers of actions 
available to OLMCs to promote active offer of services in the official 
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minority language. At the centre of this model, illustrated in Figure 1, 
is the service trajectory that consists of the encounter(s) of one or 
more health or social service provider(s) and the person seeking a 
service. This user is often supported by one or more caregiver(s) who 
may or may not be present during the encounter. The two primary 
groups of actors evolve in a social space influenced by different types 
of structures that we categorized as follows: 


e A symbolic structure, comprising values, beliefs, and repre- 
sentations of society, including the image of health care and 
social services as well as equity, etc. 

e A political and regulatory system, comprising laws, regula- 
tions, and ministerial directives governing the health and 
social service system in each province or territory. The 
numerous reforms of the health care system desired by the 
actors involved in it are generally accomplished through legal 
amendments and new regulations and directives that, in 
turn, shape organizational structures. Organizational struc- 
tures, comprise rules that determine the distribution and 
organization of resources as well as the volume and type of 
resources in each facility that offers services. 


It should be noted here that care and services are delivered within a 
given community. Besides formal health and social service organiza- 
tions, communities may also create services structured by their own 
organizational rules, such as social and economic organizations, and 
support groups. 

A more in-depth analysis of each of these structures allows us 
to better understand how the health care and social services system 
operates and where the actors within the system play their roles. 


Symbolic Structure 


The importance society places on health and social justice—its rep- 
resentations of health and its determinants, its conception of regula- 
tion, and its ideas about the responsibilities and the roles of actors 
(for example, the role of the government vs. individual responsibil- 
ity)—are symbolic elements influencing health policies and the 
organization of health and social service systems. They also influence 
the way each of the actors in the system perceives his or her own role 
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in the system. For example, as infectious and short-term illnesses 
decrease and chronic diseases increase, we are witnessing a shift in 
perception toward giving individuals greater responsibility to deter- 
mine their own health outcomes and lifestyle choices. These changes 
in collective values bring about a transformation in the health and 
social service system, leading to greater cooperation between the 
person, her or his close caregivers, and service providers 
(Bodenheimer et al., 2002). In the twenty-first century, person-centred 
or patient-centred care, user satisfaction, access to care for disadvan- 
taged populations and vulnerable persons, and patient safety are 
important values in our health and social service system Moreover, 
various efforts are observed whereby appropriate, responsive care 
is adapted in a cultural perspective. 

For its part, the Government of Canada recognizes linguistic 
duality as a basic element of Canadian identity and supports a num- 
ber of initiatives to assist official language minority communities; 
the Roadmap for Canada’s Official Languages 2013-2018 (Canadian 
Heritage, 2013) is a good example. The importance placed on this 
value varies considerably within the Canadian population, however, 
and this is true for Francophones as well as Anglophones. 

It would certainly be desirable for the language of the minority 
and the identity construction of OLMCs to have greater value and 
prominence. This could stimulate the OLMC’s demand for services 
and lead to a greater awareness of the needs of these communities 
on the part of actors within the majority group. For service providers 
from the minority, a greater affirmation of their identity could 
encourage them to act more confidently in favour of active offer. 
However, wagering on the value of bilingualism and the affirmation 
of OLMCs would limit the zone of influence toward linguistically 
appropriate services, because bilingualism is sometimes a source of 
tension, as Vézina (Chapter 10) points out. 


Political and Regulatory Structure 


The political and regulatory structure comprises laws, regulations, 
and ministerial directives governing the health and social service 
system on the national level and in each of the provinces and terri- 
tories. This may include laws or policies specifically addressing the 
provision of health care and social services such as the Canada Health 
Act, laws and policies related to health care and social services in 


409 


410 


different provinces, or laws with a larger scope that affect activities 
and operation in several fields (for example, Canada’s Official 
Languages Act or language laws and policies in various provinces). 
Several authors in this volume have described ways in which the 
legal context has influenced the development of social services and 
health services in French in OLMCs. Laws and policies vary from 
one province to another and provide a restrictive or broad legal 
framework that has an impact on the planning of French language 
services. For instance, there may be an obligation to offer services in 
French, or simply an obligation to consult Francophone community 
groups without a stipulation to provide particular services in French. 
Changes in health care policies, such as those that are part of reforms 
designed to place the user—both the person receiving services and 
that person’s family and/or close caregivers—also contribute to the 
political and regulatory structure. 


Organizational Structure 


Organizational structure, which deals with the quantity, volume and 
distribution of human, physical, and financial resources allocated to 
health care and social services, is influenced by the political and 
regulatory structure. But within the policies, regulations, and direc- 
tives there is a certain amount of leeway for managers to decide how 
to organize resources they are asked to manage. Another element in 
the organizational structure is the formal links established by man- 
agers to coordinate the services offered by different resources. 
Resources are distributed and divided in various ways, among dif- 
ferent geographical territories: public, private, and community ser- 
vices; primary, secondary, and tertiary care; and a range of client 
groups. When managers overlook the variable of language while 
making decisions about the distribution of resources, their decisions 
can have a negative impact on access to services in the official lan- 
guage of one’s choice. 

In several chapters (Chapter 7; Chapter 9; Chapter 10), the authors 
clearly demonstrate how organizational culture and leadership plays 
a vital role in ensuring linguistically appropriate services. Similarly, 
the distribution of resources among public, private, and community 
services may have an influence on access to services because, even in 
provinces that regulate the language of services, private services are 
rarely subject to these rules. Another example is the allocation of 
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resources to highly specialized services, especially in the area of medi- 
cal care. Decisions can result in bilingual resources being dispersed 
too widely among different organizations, each one with a mandate 
to treat a specific social or health problem. Counter-balancing this 
situation are organizations with broad mandates and sensitivity to the 
linguistic dimension that may have, overall, sufficient bilingual staff 
members; even these facilities might not distribute human resources 
evenly and appropriately, and therefore may be unable to provide and 
coordinate services in both official languages on a regular basis. 

The lack of bilingual service providers, and in particular profes- 
sionals equipped to deal with the challenges of active offer, remain 
a very real problem in some OLMCs. In this regard, the Consortium 
national de formation en santé (CNFS) is an important resource for 
educational institutions that train future professionals (Chapter 2; 
Chapter 11). However, increasing the number of professionals capable 
of expressing themselves in both official languages is an inadequate 
solution if these resources are not used effectively (Chapter 5; 
Chapter 9). For optimal human resource planning, it is absolutely 
essential to understand the needs and interests of these professionals, 
attract them to facilities offering services in the minority language, 
and give them recognition and support their work, so they can work 
effectively and efficiently and facilitate equitable access to services. 


Community Resources 


Improving population health is not solely the responsibility of the 
health system; rather, it depends on multidisciplinary and multi- 
sectoral actions, including healthy and positive living environments, 
strong community action, and public policies fostering health and 
well-being (Barr et al., 2003). Informal actions such as relationships 
with neighbours, which offer social support to members of the com- 
munity, can have a positive impact on health. Formal community 
actions can be organized through different groups able to express 
the needs they have observed in the community to the appropriate 
authorities and advocate for the allocation of public resources for 
specific issues, or attenuate a lack of service by creating social 
economy enterprises, support groups, peer services for people expe- 
riencing similar difficulties, etc. In this context, the linguistic vitality* 
of OLMCs can play an important role in providing access to linguisti- 
cally appropriate services. 
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Service Trajectory 


Productive interaction in the trajectory of care and services involves 
collaboration among the person seeking services, that person’s care- 
givers, and service providers, as well as coordination between vari- 
ous service organizations to promote access to services in the chosen 
official language throughout the continuum. This interaction will be 
positive if the following conditions are met: 


e First, the service provider is proactive, open to networking 
and to a multifaceted, multistrategy approach, able to actively 
offer services in both official languages by personally provid- 
ing service in the user’s language or directing the user to an 
appropriate resource. In addition, clinical tools available to 
the provider facilitate the process of active offer and coordina- 
tion of services. It should be remembered here that the inter- 
action between a professional and the person seeking services 
often takes place in a private space and is not observed by 
others. This implies that education is needed so that the pro- 
fessional has integrated the value of active offer. Some think 
that this cannot be achieved through coercion. 

e Second, the person and the family or close caregivers are well 
informed and equipped to manage the patient’s chronic health 
condition, and are also informed of the importance of good 
communication to quality and safety of care and services. 
These people will be, as a result, proactive in the decisions 
that affect them, and capable of understanding and following 
the recommendations to help them improve their health and 
living conditions, but also capable of affirming their need for 
certain procedures to take place in their own language. 


These two groups do not operate in a vacuum. People supported 
by a strong community are more likely to make their needs known 
(Forgues & Landry, 2014). Service providers supported by their orga- 
nization or facility will find it easier to actively offer services 
(Chapter 12). Additionally, knowing that chronic diseases are becom- 
ing more prevalent, the likelihood that an individual will need to 
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consult and be treated by several different professionals working in 
more than one organization in the institutional and community 
network is very high. In order for the trajectory of care and service 
to be seamless and uninterrupted, collaborative measures among 
service providers, and methods to coordinate them, need to be devel- 
oped—including referral mechanisms that take the language variable 
into account. In this sense, a single person cannot be responsible for 
active offer along the entire continuum of care and services. The 
political and regulatory structure, as well as the organizational 
structure, must facilitate the coordination of services. 


Strategies Promoting Active Offer 


In this volume, the authors emphasize the importance of using vari- 
ous strategies to facilitate progress in the active offer of services in 
both official languages. Therefore, we have outlined their main ideas 
according to six strategies: legal and political levers; education and 
engagement of future professionals; organizational culture oriented 
toward active offer; the leadership of social actors and the commu- 
nity; measures to attract and retain service providers; and mobiliza- 
tion and collaboration among the actors (see Figure 2). 


Legal and Political Levers 


In the past, representatives of Francophone minority communities 
primarily relied on legal measures to protect their interests. Indeed, 
important advances made in one province, such as the favourable 
court decision at the end of the struggle to save the Hôpital Montfort 
in Ontario, have served to encourage Francophone communities in 
other provinces to assert their rights. By rallying actors around lan- 
guage issues, FMCs have succeeded in making concrete progress, and 
can be expected to advocate and organize to have the right to health? 
fully recognized at the national and provincial levels; language rights 
in health and social services will then be able to be grafted to the laws 
and policies that stem from this right. Legal resources (Canadian 
Charter of Rights and Freedoms, Acts, policies, etc.) thus represent an 
essential lever for OLMCs as they determine their strategies. 
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More specifically, actors have designed and proposed different 
ways to improve French-language services (plans for the development 
thereof, position of French-language services Commissioner, repre- 
sentation on boards of directors in organizations, lines of account- 
ability, etc.). As Foucher (Chapter 3) points out, despite this progress, 
we are still a long way from a situation in which citizens in a minor- 
ity context can “be born, live, be cared for, and die” in their own 
official language. 

In other words, the existence of a favourable legal framework 
is not enough. It has to be accompanied by political will and a true 
engagement of actors if the respect for language rights and the active 
offer of services in the language of the minority population is to 
actually become a reality. In Chapter 7, Forgues shows that applying 
language rights remains a complex process involving multiple factors: 
social, economic, cultural, and political. Organizations operating in 
a minority context are more effective to the extent that they are able 
to mobilize and build power relationships, bargaining power, and 
influence that work in their favour. 

Similarly, we have noted that active offer is not a neutral prin- 
ciple and cannot be reduced to a management technique. As Cardinal 
et al. (Chapter 4) observed in the justice sector, active offer has a politi- 
cal dimension since it is subject to a continuing debate between com- 
munity and governmental actors. Active offer is a principle that 
informs approaches to management, justice, and development. It relies 
on policies and directives, service planning, and accountability. On 
the whole, these observations confirm that the rules of the game shape 
and condition the strategies of actors who, in turn, are shaped and 
conditioned by these strategies (Crozier & Friedberg, 1977, p. 212). 


Strategies to Educate and Engage Future Professionals 


Bouchard et al. (Chapter 2) described the way strategic analysis acted 
as a source of inspiration throughout their project to prepare and 
equip students in professional programs. They presented a strategy 
based on this model to educate future professionals; the strategy has 
been used by the CNFS since 2008 to integrate the values and prin- 
ciples of active offer into post-secondary professional programs. Its 
long-term objectives are for future professionals to have a greater 
influence on the setting where they will be working after they gradu- 
ate, and to play a leadership role, as change makers, to improve the 
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quality of French-language services in every region of the country. 
The strategy could be summarized as follows: Improving French- 
language health services necessarily involves the mobilization and 
engagement of future professionals. At the outset, the educational 
project sought to document the issues and challenges of active offer 
and potential solutions to develop practices to improve the active offer 
of French-language services in minority language settings. Along the 
way, the project generated a profile of competencies (knowledge, skills, 
attitudes) suitable for preparing students to take up the challenges of 
organizing and delivering French-language health care and social 
services. Among the strategies and solutions identified are engagement 
and mobilization, identity construction, and the development of 
learning resources. 

This action research project also allowed us to identify a num- 
ber of zones of uncertainty, in particular those where managers can 
exercise their power to create a culture oriented towards active offer, 
by introducing measures ranging from schedules planned in a way 
that takes language needs into consideration to incentives such as 
bilingualism bonuses. The research shows that new professionals 
educated about active offer need to be able to count on organizational 
support if they are to integrate it into their practice. 

New initiatives, such as a developing a reference framework and 
designing an online tool box to contribute to education on active offer 
have been undertaken by the CNFS. This information and expertise 
are becoming sources of power to assist future Francophone, bilin- 
gual, and other supportive professionals to protect the interests of 
FMCs, and thus to reinforce their power within the system of action. 
Inspired by Crozier’s studies, the process for developing these initia- 
tives respected the need to listen attentively to citizens and com- 
munities.f The process laid the foundation for an educational strategy 
aligned with one of the goals of the national secretariat of the CNFS, 
which was to bring the perspectives of different actors from the 
system into the classroom (for instance by sharing the testimonials 
of patients and people who have benefited from services), an element 
facilitated by the creation of the online tool box for the active offer 
(http://www.offreactive.com/). 

We should also mention that actors continue to refine their strate- 
gies as they proceed and as they become more aware of the symbolic 
structure—whether or not they labelled it this way—within which 
they operate. Analyzing their discourse demonstrates that, over the 
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last few years, many actors have focused on the quality and safety of 
services rather than on language rights. This allows them to benefit 
from recent reforms in health care and social service that are person- 
centred and place the concerns and needs of users at the centre of the 
system. In this regard, it is interesting to note that during a forum on 
the quality and safety of health care services in New Brunswick 
(Bouchard, March 2015), managers were eager to share the efforts they 
have been making to create a patient-centred culture. Such an 
approach includes promoting active offer practices and responding 
to the needs of people in the official language minority group. 

Dubouloz et al. (Chapter 11) are exploring the needs of profes- 
sors who play a key role in the education of future professionals. It 
is important to provide appropriate and useful education and train- 
ing to professors so they can then prepare and equip their students 
for professional practice and action in their workplace. The authors 
propose a conceptual framework for active offer, based on theoretical 
perspectives defining three types of knowledge (knowledge, skills, 
and attitudes/people skills) intrinsic to professional competency. 
Following this line of thinking, structuring the education of profes- 
sors and instructors who teach in professional programs in a way 
that integrates the three types of knowledge, and also gives profes- 
sors a full understanding of active offer, will make it possible for 
them to help their students learn this content. What results is the 
knowledge to act: the capacity of the professional to put active offer 
into practice, to demonstrate leadership skills, and to play a more 
active role as a change maker in the workplace. 

The research of Savard et al. (Chapter 12) is also interesting in 
this respect. Their studies propose tools to evaluate education and 
training, by assessing active offer behaviours. The authors outline 
indicators of behaviours associated with the active offer of French- 
language health care and social services in minority language set- 
tings, and discuss tools to measure active offer. By comparing 
measurements of active offer behaviours among students and profes- 
sionals to results obtained from other questionnaires, they were able 
to outline some of the determinants of active offer in official language 
minority settings. 

Of note was the authors’ observation that service providers 
adopted behaviours favourable to active offer that seemed to depend 
largely on environmental factors (legislative provisions and organi- 
zational cultures), as well as on personal factors such as the 
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affirmation of their identity and their proficiency in French. More 
familiarity with these factors should contribute to awareness and 
educational strategies that are better adapted to the needs of different 
target groups (legislators, managers, service providers). In future 
studies, it will be possible to refine the questionnaires used to define 
the factors that promote and encourage a commitment to active offer. 
Development of a tool is planned that will guide learners towards 
the specific education, training, and targeted awareness activities 
that are most appropriate for individual needs and circumstances. 

In short, several authors in this volume concur with the idea that 
in order to design a more linguistically and culturally appropriate 
system, the first step is to address future graduates of health and social 
service programs by giving them, during their studies, the informa- 
tion and resources they will need. The educational strategy must 
include new course content; this means developing new knowledge 
and expertise among future professionals and managers who will be 
called upon to be ambassadors of active offer in the field. If knowledge 
is power, as the model of strategic analysis suggests, we have every 
reason to believe that future graduates will be playing a decisive role 
in actively offering and promoting linguistically appropriate services. 
In fact, as Crozier and Friedberg have illustrated with a well-known 
case of a state-owned tobacco monopoly, the fact that someone pos- 
sesses expertise (that is competency) that is hard to replace within an 
organization can be a great source of power. Moreover, the expert is 
“the only person who has the skills, the knowledge, and the experience 
in that particular context to be able to resolve certain crucial problems 
in the organization” (Crozier & Friedberg, 1977, p. 72). 


Promoting an Organizational Culture Oriented Toward 
Active Offer 


The analysis of the symbolic structure demonstrated that the value 
of bilingualism founded on two official languages is not shared 
equally within the Canadian population. If we are to make signifi- 
cant progress, it would be strategic to appeal to values shared by the 
majority when we are determining actions that can be taken to help 
OLMCs. Among the shared values discovered by researchers are: 
protecting vulnerable people, providing culturally appropriate ser- 
vices, and protecting patient safety; ensuring quality of care and 
services; fostering collaboration between the person, the person’s 
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caregivers, and service providers; and empowering individuals and 
increasing their capacity to improve their living conditions. 

This is what Vézina (Chapter 10) proposes when he examines 
active offer under the lens of organizational culture, considered a 
construct in and of itself, just as are the organizational rules of the 
game. The author believes the idea of a culture centred on bilingual- 
ism should be abandoned and replaced by a culture oriented toward 
active offer. This sort of culture could be positive for OLMCs in that 
it integrates the values of safety and quality of services in both offi- 
cial languages. In this context, bilingualism becomes a tool among 
others. The author feels that this shift will foster the support, and 
perhaps even the engagement and collaboration, of unilingual indi- 
viduals. Furthermore, adopting values associated with active offer, 
notably the value of safety, will motivate managers to take the mea- 
sures required to organize services to promote active offer and to 
encourage their staff to actively offer these services. 

Making actors in the majority language group more aware of 
the fact that language barriers can represent a major deterrent to 
health and health care and that they are contradictory to patient- 
centred practices could, then, be an important lever for action in 
OLMCs. The language barrier could cause a medical error or make 
the user more passive when receiving psychological and social treat- 
ments. Awareness about language issues can be raised through key 
messages on quality and safety, which are shared and repeated, using 
government vocabulary (engaging the population, patient-centred 
care, putting the patient at the centre of the health system, etc.). The 
fact that linguistically sensitive services tend to result in greater 
satisfaction with the care received (Tremblay & Prata, 2012, p. 38) 
could also be mentioned. 

The studies discussed by Savard et al. (Chapter 12) show that 
organizational support influences active offer behaviour. Their research 
illustrates the importance of making managers and administrators of 
facilities more aware of new practices in active offer so they can trans- 
form organizational culture accordingly. In fact, several authors in this 
volume argue the commitment of the administration and managers is 
a key element in progress toward linguistically responsive services. 
Savard et al. (Chapter 12) offer a self-assessment tool that actors inter- 
ested in the subject can use to improve their practices. 

When this new organizational culture affects a greater number 
of actors, it will be possible to reach not only the organizations that 
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deliver services, but also regional and provincial organizations respon- 
sible for the distribution of resources and those that exert influence 
on political, regulatory, and policy structures. OLMCs may then be 
able to benefit from new management trends such as reforms centring 
on the needs of patients. If putting the patient (the person, family, and/ 
or close caregivers) at the centre of care and services involves policy 
and administrative restructuring, would this not be an opportune 
time to propose reforms that recognize the linguistic needs of people, 
to implement measures to meet these needs in innovative ways, and 
(especially) to eliminate systemic barriers that negatively affect access 
to and coordination of services in one’s own language along the full 
continuum of care? For example, we could re-examine the obligation 
to consult the community and the parameters of designation. When 
users reside in a certain geographical area where they do not have 
access to service in both official languages, for instance, services may 
be available in a neighbouring area; in urban settings, the neighbour- 
ing area might be only a few blocks away. 


Leadership of Social Actors and Communities 


In discussing strategies to improve services, Drolet et al. (Chapter 6) 
recommend developing leadership on two levels. The first level is the 
leadership of social actors and the community in stimulating the 
demand for French-language services. The second is the leadership of 
facilities and decision-makers in organizing services in a way that 
introduces practices of active offer of French-language services along 
the entire continuum of care and services. An interesting change 
appears to be taking place within organizations in terms of the interac- 
tion between two partners (the service provider and the person receiv- 
ing services). From a paradigm of urgent or short-term care 
characterized by a relationship between an “expert service provider” 
and a “passive client,” there seems to be a shift towards a paradigm 
of cooperation engaging the person concerned, the person’s caregivers, 
and health and social services providers. In this new context, the pro- 
fessional serves the person and his or her caregivers, who are at the 
centre of the system; of interest to us here, this includes actively offer- 
ing services. Once service providers are better educated, prepared, 
and proactive, it will be easier to envisage changes in their behaviour 
that contribute to the promotion of active offer and improvements in 
the living conditions of the people who consult them. 
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The person who is seeking services is also an important actor 
in this relationship. In a sense, when an individual or a dyad—an 
individual and a family member or caregiver—has a better under- 
standing of the importance of receiving services in one’s own lan- 
guage, they will also exert influence on the dynamics of this 
relationship by affirming the need with the service provider. The 
vitality of the OLMC also facilitates the expression of this need. 
Indeed, a person living in a minority community is more likely to 
affirm a need if the environment allows him or her to feel comfortable 
speaking the chosen language and has a sense that the situation can 
change and improve (Giles, Bourhis, & Taylor, 1977, in Forgues & 
Landry, 2014, p. 98). In other words, several new ideas and initiatives 
have been designed to improve the effectiveness of care and services; 
they are founded on an egalitarian and dynamic model of the relation- 
ship between the service provider and the person and/or caregiver. 
Therefore, the work of a number of authors in this volume gives us 
reason to believe we are currently witnessing an important transfor- 
mation in the system of action. The strategies suggested highlight the 
importance of focusing efforts on the four dimensions described in 
Preventing and Managing Chronic Disease: Ontario’s Framework. They 
are: strong leadership, aligned resources and incentives, commitment 
to quality improvement, and accountability for outcomes. 


Recruiting and Retaining Bilingual Social Service and Health 
Care Providers in Minority Communities 


The authors of Chapter 9 (Savard et al.) argue that the difficulty of 
recruiting professionals is one of the primary barriers to the linguistic 
minority population’s access to services in their own language. Their 
study explored the important elements that characterize the conditions 
of bilingual professionals working in the field of health and social 
service with members of OLMCs. They also examined factors that 
facilitated recruitment and retention in a bilingual workplace. 
Complementing the studies presented by de Moissac et al. (Chapter 8), 
their research was designed to capture information about the expec- 
tations and perspectives of bilingual professionals working in two 
minority language settings. 

Due to the predominance of one of the official languages, the 
reality of work in a bilingual environment poses a number of chal- 
lenges. Thus, bilingualism can be difficult to put into practice. The 
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authors formulate recommendations for strategies that should be 
considered by the primary groups of actors involved in improving 
the recruitment and retention of bilingual staff in bilingual facilities 
in minority context. Here is a summary of the recommendations for 
each of the primary groups of actors: 


e For bilingual employees, creating informal networks among 
colleagues in the minority language group may encourage 
them to use their language. This kind of network may also 
contribute to enhancing their sense of belonging to their 
OLMC. 

e Employers should be proactive in ensuring that services are 
actually available in the language of the minority. They must 
take concrete action to: (1) hire a larger number of bilingual 
professionals, supervisors, and managers; (2) offer language 
training for employees to learn both official languages and 
monitor progress and use, and offer professional develop- 
ment in both official languages to professionals in the facil- 
ity; (3) adopt measures to promote their employees’ sense of 
belonging to their language community and their awareness 
of cultural diversity; and (4) recognize and motivate employ- 
ees who participate in the active offer of bilingual services 
with incentives (for example, a bilingualism bonus). 

e Government departments and agencies should provide 
adequate funding to support the development and delivery 
of health care and social services in both official languages. 
Provincial and national advocacy and community organiza- 
tions such as the Société Santé en francais (SSF), the Consortium 
national de formation en santé (CNFS), and the Quebec 
Community Health and Social Services Network (CHSSN) need 
to continue advocating for the rights of OLMCs and strive to 
have government bodies adopt legislative and policy provi- 
sions to protect official language services in all Canadian 
provinces and territories. Organizations can also suggest 
policies to establish incentives for designating bilingual posi- 
tions, operating rules in designated facilities to encourage 
bilingualism, and the implementation of other incentives 
such as a bilingualism bonus, and so on. In other words, the 
strategies of organizations such as the SSF, the CNFS, and 
the CHSSN could identify rules of the game that might well 
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be used to the benefit of OLMCs, by increasing their influ- 
ence on the system. 


Thus, on an organizational level, strategies to recruit health and 
social services professionals should address the values, needs, 
and expectations of professionals who want to serve clients in minority 
language communities. Furthermore, the authors explain that the 
capacity to recruit bilingual staff who will later offer services to OLMCs 
in their own language depends on the involvement of the entire com- 
munity—members of the majority as well as the minority. 

Within political, policy, and regulatory structures, certain 
people are responsible for exploring the best ways to distribute health 
and social service resources to facilitate access to bilingual resources. 
If considering the linguistic needs of the population is a recognized 
part of regional or provincial structures, it would be possible to make 
any necessary adjustments to the distribution of resources, perhaps 
through agreements or other means of coordinating delivery. For 
example, even if provincial directives exist to provide for geographi- 
cal triage mechanisms, regional managers could decide to introduce 
procedures for exceptions and for cooperation between two organiza- 
tions in neighbouring areas for the purpose of improving access to 
linguistically appropriate services. 

Another measure to assist in planning human resources in a 
way that responds to the needs of OLMCs would be the compilation 
of an inventory of bilingual service providers within an organization, 
a region, or a province. 


Mobilization, Collaboration, and Networking 


As Forgues (Chapter 7) points out, in the years to come, Francophone 
organizations (CNFS, SSF) will have to meet many challenges. One 
is to adopt strategies that can move French-language services forward 
in minority settings through the legal and political framework; this 
framework differs according to the region and concentration of the 
Francophone population. It would be valuable to develop mobilization 
strategies to get actors on board and to introduce measures to coor- 
dinate efforts to build their capacity to influence the system. Issues 
deemed to be essential could be dealt with in a way that is in line with 
the interests of OLMCs. Research by Savard et al. (Chapter 9) suggests 
that creating an informal network of Francophone colleagues and 
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Francophile co-workers who are supportive could stimulate the use 
of French within facilities as well as in the wider community. This 
would, accordingly, enhance the sense of belonging to the 
Francophone minority community and contribute to the social capital 
of Francophones and those who support the use of French. 

Research has a role to play as well. Interdisciplinary and col- 
laborative approaches are particularly valuable. In recent years, a 
growing number of scholars in different fields have adopted new 
approaches to research.” Given the numerous issues arising from 
active offer, we can understand that models allowing us to gain a 
better understanding of the subject, in all its complexity, need to be 
developed. Alliances could be formed among diverse actors and 
groups of actors, allowing them to reposition themselves to have a 
greater impact on the concrete system of action.’ 


Synthesis of Recommendations to Promote the Active Offer 
of Services in Both Official Languages 


As we reach the end of this volume, building on the different strate- 
gies we have presented, we are able to formulate six recommenda- 
tions intended to accelerate the shift to the active offer of services in 
both official languages: 


Recommendations to Promote the Active Offer of Services 
in Both Official Languages 


1. Present legal arguments and use policy levers. 

. Pursue efforts dedicated to developing education on 
active offer to stimulate the commitment of future pro- 
fessionals and the different actors involved in the health 
care and social services environment. 

. Promote an organizational culture oriented toward 
active offer. 

. Strengthen the leadership capacity of social actors and 
communities. 

. Design a strategy to attract and retain bilingual service 
providers wherever there are members of OLMCs. 

. Rally and engage OLMC advocacy organizations and 
adopt approaches to increase opportunities for coopera- 
tion and networking. 
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In closing, we would like to put forward the idea that govern- 
ments have an increasing tendency to emphasize the performance 
and accountability of systems. In this kind of context, it is appropriate 
to act in ways informed by best practices in active offer. In this regard, 
it is also interesting to note the recent link made between Canadian 
researchers and their colleagues in Wales,? which has allowed us to 
compare strategies and to discuss their effectiveness. It is important 
to seize every opportunity of this nature in order to better under- 
stand the challenges related to active offer and to exchange ideas and 
information about innovative practices that could help us respond 
better to members of minority communities. 


Notes 


1. To briefly review the meaning of the four primary concepts of strategic 
analysis presented in the first chapter: Issues: what each person hopes 
to gain or runs the risk of losing by putting his or her resources into 
play in a power relationship (Crozier & Friedberg, 1977, p. 68); Actors: 
individuals and groups who protect given interests and attempt to 
influence the system of action (Crozier & Friedberg, 1977, p. 397); 
System: a symbolic structure, a political, policy and regulatory struc- 
ture, and an organizational structure (Champagne et al., 2005); 
Strategies: actions which an actor uses to seize opportunities for the 
purpose of improving her or his own situation and reinforcing her or 
his ability to act. The behaviour of an actor always has meaning, and 
is the result of rational choices based on opportunities available and 
the behaviour of other actors (Crozier & Friedberg, 1977, pp. 47-48). 

2. A somewhat more detailed description of these models is presented in 
Chapter 6 (Drolet et al.). 

3. To learn more about these ideas, we invite the reader to consult research 
on person- or patient-centred care (Canadian Medical Association & 
Canadian Nurses Association [CMA & CNA], 2011; Lévesque et al., 2013), 
user satisfaction (Canadian Foundation for Healthcare Improvement, 
2012), access to care for vulnerable persons and patient safety (Canadian 
Patient Safety Institute, n.d.; Organisation mondiale de la santé, 2009), 
culturally appropriate care (Campinha-Bacote, 2002; Canadian Nurses 
Association [CNA], 2010; Office of Minority Health, 2001). 

4. On this topic, see the research of Johnson and Doucet (2006). 

5. On this topic, see the International Covenant on Economic, Social and 
Cultural Rights, in which every individual's right to “the highest attain- 
able standard of physical and mental health” is included. See also Saint- 
Gal (2016). 
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6. On this topic, see Crozier (1987) and Pavé (1994). 

On this subject, see Farrah (2015), p.10. 

For a deeper understanding of this issue, consult the research of Vincent 
Lemieux on public policy and actor alliances (Lemieux et al., 2003, 
PP. 119-144). 

g. On this topic, see van Kemenade & Forest (2015). 
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